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THE REDUCTION OF SPASTICITY IN PARAPLEGIA WITH HYPNOSIS! 


by Dorothy T. Chappell, Ph.D.* 


Spasticity is one of the most vexing 
complications of paraplegia. It can 
prevent ambulation in braces and 
crutches, interfere with the healing of 
decubiti, and make bed care so difficult 
that life itself may be endangered. A 
host of remedies, from drugs to electri- 
cal stimulation, have proved moderate- 
ly successful, with surgical procedures 
employed as a last resort. But since 
the cause of spasticity remains ob- 
scure, no completely satisfactory an- 
swer has been found. 

A study by this writer in 1948 (19) 
demonstrated the relief of spasticity 
in two cases of clinically diagnosed 
complete paraplegia with use of hyp- 
nosis. No other attempt appears to 
be recorded in the English literature. 
In both of the observed cases spastic- 
ity disappeared promptly upon in- 
struction to relax under hypnosis. Re- 
laxation persisted for varying periods. 
In one case, slight voluntary motion 
and rudimentary sensation were 
achieved; in the other, contractures 
were released and crutch walking in- 
stituted. Psychotherapy revealed spas- 
ticity to be related to a specific psycho- 
sexual conflict in the first instance 
with the position of the legs demon- 
strating an underlying ambivalent 
attitude. In both cases unconscious 
emotional factors were believed to be 
implicated in the genesis of the spas- 
ticity. The rationale was presented 
that spasticity must be looked upon as 


1This report is based on a dissertation 
submitted to the University of Michigan in 
partial fulfillment of the requirements for 
the Doctor of Philosophy degree. Special 
thanks are due to Professor Donald G. Mar- 
quis, chairman, and members of the doc- 
toral committee; to Kennedy Veterans Hos- 
pital, Memphis, Tennessee, where the study 
was conducted; and to the patients who 
acted as subjects. 

*161 Kuhoa Place, Lanikai, Oahu, Hawaii. 


a dependent part of the personality 
structure having definite meanings and 
purposes for the individual in terms of 
his life pattern. It was further hy- 
pothesized that changes in neural 
structure might be related to thought 
or volitional processes. 


This report attempts to extend the 
above work in a more systematic way, 
with the writer acting as therapist. 
The major part of the report deals 
with one case in which experimental 
controls, crude as they were, were 
used to determine that a change in 
spasticity actually did occur. In this 
instance one verified case is sufficient 
to disprove the hypothesis that a 
change cannot be brought about. An- 
other case, the pilot study, is pre- 
sented to illustrate the possible dy- 
namics which may be at work in spas- 
ticity. The subjects were chosen from 
a paraplegic center at a veterans’ hos- 
pital, where it was hoped to predict 
success with hypnosis on the basis of 
personality tests with the idea that 
evidence of conversion or motivation 
for change might be used as positive 
indicators. Practical conditions made 
this impossible, and the study resolved 
itself to the two willing, available, and 
sufficiently spastic patients about to be 
described. 


CasE 1: Pitot Stupy 


The patient was a 26-year-old colored 
male who in October 1948 was accidentally 
shot in the back. He suffered immediate 
loss of sensation and motor control through- 
out the lower trunk and extremities. Com- 
plete paralysis and anesthesia at the level 
of D-9 were ascertained the following Feb- 
ruary. At this time abdominal and cre- 
masteric reflexes were absent, and there 
was a mass withdrawal reflex of the lower 
extremities on plantar stimulation. A large 
infected ulcer was present over the sacrum. 
X-rays revealed the presence of a bullet in 
the bodies of the eighth and/or ninth tho- 
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racic vertebrae. A lumbar puncture showed 
spinal fluid to be blocked at this level. 

Onset of spasticity began approximately 
one month after injury and became pro- 
gressively more pronounced. When first 
seen by this writer two years after entry 
into this hospital, the patient appeared as 
a sturdy, well-muscled, dark-skinned Ne- 
gro. The patient spoke with a marked 
southern accent and used numerous idio- 
matic expressions, so that communication 
was often difficult. The patient said that 
his injury was inflicted by a policeman, 
who was supposedly shooting over his 
head. In October 1949 he was involved in 
an automobile accident, in which he hit a 
woman pedestrian, neither party being se- 
riously hurt, but the spasms vanished for 
two weeks. (This is verified by the hospital 
chart.) At another time a firecracker was 
exploded under his chair as a joke, and he 
was so startled that he had no spasms for 
two days. He concluded that there must 
be a connection to the brain, and he did 
not want a rhizotomy to relieve spasms. 

A second surgical procedure to repair the 
decubitus had been performed a short time 
previously, but spasms were so severe that 
the sutures had been torn loose. The pa- 
tient reported that his spasms were so bad 
that he had difficulty in sleeping and was 
sometimes nearly jerked from his bed. 
When sitting in his wheelchair, the heels of 
his shoes were hooked over a band fas- 
tened several inches above his footrest to 
avoid sudden extension thrusts and in this 
hyperflexed position spasms were fairly 
well controlled. Spasticity had been 
marked for the past eight months or more. 


Results with Hypnosis. Before hypnosis 
was attempted, the patient told about a 
16-year-old girl who was chasing him and 
wanted to marry him for his money. Hyp- 
nosis was induced by using a technique of 
hand levitation. The patient proved to be 
an excellent subject. Anesthesias and hal- 
lucinatory activity could be easily induced. 

Before starting the fourth hypnotic ses- 
sion the therapist lifted the patient’s right 
foot from the band where it was hooked 
and attempted to set it on the pedal of the 
wheelchair. The leg kicked out continu- 
cusly in extension spasms. When bending 
was attempted, the leg would become rigid 
in extension. It would yield a little when 
forced, then become rigid again. The foot 
could not be held on the pedal by force. 
The patient was told that he was going in- 
to the deepest possible sleep. Then the 
therapist said, “Your leg is going to relax; 
relax it; you can relax it.” Tension went 
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out of the leg. The lower leg could be ex. 
tended and flexed at the knee, the whole 
leg extended and flexed at the hip, without 
resistance. The foot remained on the pedal 
completely without spasm. The patient 
was awakened immediately and said he 
had never seen it like that before. The leg 
remained quiet with the foot on the pedal 
for 30 minutes except for two slight twitch- 
es which did not move the foot. During 
this time the left foot which was hooked 
over the band would tend to jerk spas- 
modically, the leg pulling inward in adduc- 
tion spasm, but this did not affect the re- 
laxed leg. The patient occasionally poked 
the leg gently, but it would not respond. 
At the close of the session he gave the re- 
laxed leg a heavy crack above the knee, 
The lower leg flew out straight, then the 
foot returned to the pedal and remained 
there. 

The next time the patient came he re- 
ported that the left leg had remained quiet 
all evening, but that he woke up in the 
night with both legs jerking. 

During subsequent sessions both legs 
could be manipulated easily under hypno- 
sis so that it was possible to bend the legs 
freely and to abduct the legs to a wide 
angle. Initial resistance on coming into 
the treatment room increased somewhat at 
the end of the month, although it always 
yielded readily under hypnosis. 

In the eighth hypnotic session the patient 
was told to lift his right leg himself. The 
leg rose in a jerky, poorly controlled move- 
ment which was quite different from the 
usual quick extension thrust. It is possi- 
ble that this may have been a spasm set off 
by the therapist, who gently started the 
foot from the pedal; however, the move- 
ment came so directly in response to re- 
quest that the effect was almost that of a 
voluntary movement. The performance was 
repeated twice more on this occasion but 
not again. The patient reported making a 
great effort and said he could feel the end 
of his toes during the lifting. The patient 
said that he was sleeping better and that 
his decubitus was healing. 

Hypnosis was always performed with the 
subject sitting in his wheelchair. At the 
end of the month of treatment, doctors re- 
ported that he was more spastic on the 
ward. It was not discovered until too late 
that their observations were made when 
the patient was in bed and that he was be- 
ing considered for a femoral nerve-crush. 
He was given a trial on a Stryker frame on 
the ward to see if he could be made to lie 
quietly upon it. His legs went into what 
can best be described as “chattering 
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spasms”; they jumped and jerked and fell 
off the frame continuously for about 20 
minutes before the therapist arrived. She 
suggested that the patient go to sleep. Im- 
mediately the legs lay still. A doctor was 
called in to see the change. As soon as the 
doctor touched the patient’s legs they start- 
ed to jump again, and no effort of the ther- 
apist could quiet them. The therapist 
asked, “What are you thinking about?” 
The patient answered “Nothing,” and his 
legs jerked harder than ever. Later the 
patient said he was terrified when the 
white doctor had come in. What would 
have happened if the man had found out 
how he felt toward the white lady? He 
said he had really sweated when asked 
what he was thinking and had not an- 
swered truthfully. 

A femoral nerve-crush was performed 
shortly thereafter. A few weeks later 
spasm returned, so that the nerve-crush 
was repeated. Psychotherapy was contin- 
ued for a short time. Several months later 
an anterior rhizotomy was performed. 


Psychological Material. After the first 
relaxation occurred, the patient did not re- 
turn for a week, giving the excuse that he 
had not been able to think about his legs, 
because he had been thinking about his 
girlso much. He said he was very jealous 
of her, had followed her in a car to check 
on her activities, thought she might be 
pregnant by another man, and that all that 
girls ever wanted was what they could get. 
The patient said his legs had remained re- 
laxed until he woke up in the night dream- 
ing about being married. He said he had 
often dreamed about having intercourse, 
but that when he actually tried it his legs 
would go into spasms and he would be un- 
successful. He went on to say that when- 
ever a woman put a hand on him he went 
into violent spasms, cr whenever a woman 
kissed him or even when he looked at a 
woman on the street. The desire was very 
strong, but when he tried intercourse he 
could not do anything about it, although 
he could have erections “from the thought 
of it.” The therapist interpreted in regard 
to his spasms that he seemed to be “push- 
ing the power into the wrong place.” The 
sre replied, “That’s the truth, that’s the 
ruth!” 


On one occasion under hypnosis the pa- 
tient was asked to visualize a stage and 
was told that the worst possible sight he 
could imagine would appear on it. When 
asked to describe what he saw, his face 
contorted, and he replied, “A woman.” As 
he spoke the word “woman” his legs jerked 


REDUCTION OF SPASTICITY 


215 


convulsively, the only spontaneous spasm 
he had that day. The reason that the sight 
was so terrible was because the woman 
was wearing shorts, thus exposing herself 
and arousing desire. When asked to de- 
scribe the most beautiful scene imaginable, 
the patient again answered, “A woman,” 
but this one was wearing a long dress and 
singing a love song. 

The patient was observed on the ward 
one day by one of the doctors when two 
girls arrived at the same time to visit the 
patient. He said the patient’s legs were 
jumping so hard they seemed to be beating 
a tattoo, whereas they were usually quiet 
when hooked on the band. 

The patient was asked under hypnosis 
why his legs went into spasms. He an- 
swered, “From thinking.” Question: “About 
what?” Answer: “About the girl.” In 
talking about the girl much of his feelings 
about her seemed to stem from the fact 
that he would not be able to satisfy a wo- 
man sexually. The patient said he felt he 
might go crazy worrying about the prob- 
lem; that was all he could think of day and 
night. He said at various times that he 
doubted himself, did not have confidence, 
that he was afraid but he did not know 
why. The therapist took the position that, 
if the patient could break through the psy- 
chological block preventing successful in- 
tercourse, the spasms in his legs would be 
relieved. He was told under hypnosis to 
visualize a scene which would give him the 
reason why he doubted himself. His ina- 
bility to talk about the picture was likened 
to his inability to perform. Eventually he 
explained the mental picture as one in 
which he was having intercourse with a 
white woman, who had fixed it so that he 
would get the blame. 

As the interviews progressed, a very 
strong positive transference was expressed. 
When the patient revealed his feelings to- 
wards the therapist, both legs started jump- 
ing and he was sweating and trembling. 
The therapist tried to interpret his feelings 
as similar to those he had expressed about 
the girl. The feelings of mistrust and sus- 
picion which he blamed on the girl, and 
then on the therapist, were referred to his 
own feelings of inadequacy. Very strong 
resentment against the white race was ex- 
pressed. The patient told about a white 
girl he had been in love with at one time 
and had followed to Detroit; how danger- 
ous it was to go out with a white woman, 
because he would be killed for this. It 
came out that the shooting had occurred 
when a drunken white man had called him 
an uncomplimentary name, and the patient 


: 
| 


216 


felt that he would have killed him, when 
he was shot in the back by a policeman. 

The episode regarding what the doctor 
might do to him if he found out how he 
felt about the white woman has already 
been described. 

Therapy was discontinued at a time when 
the patient was beginning to express hope- 
ful ideas about another girl he had met on 
visits outside the hospital. 


DISCUSSION 


It is of interest to note that this pa- 
tient had two episodes previous to 
treatment in which spasticity dimin- 
ished in conjunction with psychic 
shock. In the one episode where the 
patient hit a pedestrian in a car acci- 
dent, it may be significant that a wo- 
man was involved. The neurosurgeon 
on the case suggested a possible slight 
cord concussion might have inhibited 
reflexes temporarily. However, this 
explanation cannot apply to the fire- 
cracker incident. 

In this patient we see a picture of 
very marked sexual frustration, which 
appears in some way to be connected 
with spasticity. Is there a causal re- 
lationship here, or are the two condi- 
tions only concomitant? In other 
words, is energy converted into spas- 
ticity because of a psychological block 
concerning sexual relations, or is the 
patient sexually frustrated and only in- 
cidentally happens to have spasticity? 

There is some evidence to suggest 
that the patient was not necessarily 
physically incapable of performing the 
sex act. Horne, Paull, and Munro (5) 
found in their fertility studies on 
males with traumatic injuries of the 
spinal cord that there was no striking 
correlation between the level and type 
of injury and the total sperm count. 
They mention one man with a clini- 
cally complete transection (not visual- 
ized) at the level of T-5 who was ca- 
pable of erection, ejaculation of nor- 
mal semen, and who had successfully 
impregnated his wife. Kuhn and Macht 
(9) report indisputable evidence of 
ejaculation in one patient whose cord 
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was liquified at the level of the second 
dorsal vertebra. Talbot (18) found 
that almost 20 per cent of 42 patients 
who were capable of having erections 
from psychic stimulation had had com. 
plete transections. He believes that 
the neurological findings must be 
incorrect and that some shred of 
the corticospinal tract must remain, 
Whether or not he is correct in this 
assumption, there is sufficient evidence 
to indicate that spinal cord myelopa- 
thy does not necessarily rule out sex- 
ual competence. 

This patient said that he could have 
erections from “the thought of it.” At 
one point in therapy after the nerve- 
crush, the patient was jubilant be. 
cause he was having four or five erec- 
tions a day through the use of mental 
pictures and at the same time reported 
a feeling of pain in the penis. There 
is thus some likelihood, if the patient 
is telling the truth, that he might have 
been able to carry out the sexual act 
from the physical standpoint. 

The hypothesis is made that injury 
raised the threshold of excitation nec- 
essary for the performance of the sex 
act to the level where psychic conflict 
was sufficient to prevent consumma- 
tion, and that tension, aroused but not 
discharged, was converted into the 
physical symptoms of spasticity. The 
correspondence between physical ten- 
sion and certain emotionally toned ex- 
periences always associated with wo- 
men has been pointed out. 


It is possible that the fear of further 
injury in connection with the female 
is a factor which plays an important 
part in the dynamics in this case. The 
idea that he was being punished was 
openly expressed more than once. An- 
other theme reiterated time and again 
was that white men kill you for taking 
their women. It is not too difficult to 
follow this reasoning to arrive at some 
such construction as, “Therefore, if I 
take this woman, I will be killed,” or, 
“I will be injured, I will be hurt, I dare 
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not try, I doubt myself.” Such an un- 
conscious formulation arrived at be- 
cause of the particular constellation of 
motives in this patient might be suffi- 
cient to block action and result in the 
profound inner turmoil which this per- 
son evidently experienced. 

A point of interest in this case is 
that relaxation obtained only in the 
sitting position. It would seem as 
though the patient had connected re- 
laxation with the immediate situation 
of being hypnotized. Some sort of 
conditioning mechanism is suggested 
but its nature is unclear. 

Whatever the real explanation of 
the phenomenon, how very strong 
must be the dynamic power behind 
the motivation when we consider that 
the patient is believed to have a com- 
plete anatomical lesion of the spinal 
cord. This opinion is based on the po- 
sition of the bullet as shown by x-ray. 
However, it is possible that the bullet 
could have taken an erratic course and 
spared some remnants. The prompt 
effect of visual processes and mental 
imagery in decreasing spasticity would 
indicate that some fibers must be in- 
tact, to take the conservative point of 
view. 

The facts in this case suggest that 
psychic conflict chiefly in the psycho- 
sexual area has played a role in the 
spasticity, if not as a causative agent, 
at least as an augmenting one. 


Case 2: THE EXPERIMENT 


Measurement. While the previous 
case had shown the need for a better 
baseline against which to gauge 
change, one of the most difficult prob- 
lems was that of measuring spasticity. 
Of the several aspects which might be 
measured, resistance of the muscles to 
manipulation seemed to offer the best 
possibilities. Here the standardization 
of the force applied, the rate and point 
of application, the measurement of the 
response not only in terms of the 
amount of resistance but also in dura- 
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tion and perhaps variation of response 
were points to be considered. Electro- 
myograms were recorded from several 
patients, but the problems of standar- 
dization mentioned above plus practi- 
cal difficulties proved insurmountable. 
Finally, a simple way of determining 
resistance was decided upon: a trained 
physiotherapist attempted to manipu- 
late the limbs of the patient through a 
prescribed range of movement in a 
given time interval. The movements 
were as follows: 

(a) Simultaneous flexion of hip and 
knee followed by simultaneous exten- 
sion of hip and knee (whole leg bent 
up and straightened) ; 

(b) Flexion and extension of knee 
with hip in a flexed position (lower leg 
only bent and straightened) ; and 

(c) Simultaneous abduction (legs 
spread apart). 


Presumably if resistance were too 
strong, the movement could not be ac- 
complished within the given interval, 
arbitrarily set at 4 seconds. Physio- 
therapists at this hospital had had long 
experience in handling paraplegic pa- 
tients, and estimates of muscle strength 
were found to be approximately the 
same among fellow physiotherapists, 
so in a sense the physiotherapist her- 
self became an instrument of measure- 
ment, and her impressions were re- 
corded. 

Additionally, another aspect of spas- 
ticity, that of associated movements, 
was noted; i.e., when one leg was ma- 
nipulated, the opposite one very often 
would be set off into strong spasms. 
Motion pictures were taken to show 
gross changes. 


Since flexor spasm assisted flexion, 
only the extension movements are re- 
ported. The therapist repeated the 
same procedure daily at the same time 
of day for two weeks, with approxi- 
mately six trials for each leg for move- 
ments a and b and four trials for c, 
timed with a stop watch. 
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Hypnosis was then started for 15- 
minute periods to take place two or 
three times a week. After nine ses- 
sions, a timed trial of the movements 
was again made. Another timed trial 
was made at the end of treatment and 
another after a further month had 
passed. 


The subject. The patient chosen, a 
23-year-old quadriplegic, met the se- 
lective criteria as follows: 


(a) Repeated neurological exami- 
nations verified complete paralysis 
and anesthesia below the level of the 
lesion. Extensive cord injury was vis- 
ualized during laminectomy and is de- 
scribed below. 


(b) Duration of spasticity long 
enough to assume it was a fixed pat- 
tern. Spasticity had existed for two 
years, starting shortly after injury and 
becoming progressively worse until it 
reached a level at which it had re- 
mained for about a year or more. The 
patient had been discharged from phy- 
siotherapy six months previous to the 
study as having received maximum 
benefit. Munro (15) states: “The 
chance of spontaneous alleviation of 
any spasm once it has been established 
as a pattern is in the neighborhood of 
12 per cent, or five out of 59 patients. 
Spontaneous, complete recovery of 
spasm without therapy will occur in 
not over two per cent.” The patient 
thus became his own control. 


(c) Complicating factors, such as 
infection and decubiti, have been 
thought to cause spasticity, but since 
recurrent bouts of urinary infection 
had continued the whole course since 
injury, it was felt that they could be 
discounted for the most part. Long- 
standing decubiti were present and 
discounted for the same reason. 


(d) Some atrophy was present, but 
spasm had kept muscles in reasonably 
good condition. 
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(e) Spasticity was severe enough 
so that surgical intervention had been 
advised on several occasions. The pa- 
tient had refused each time. 


Since negative results would, of 
course, be meaningless, a personality 
structure susceptible to treatment was 
desirable. The patient’s resistance to 
advice for surgery indicated that he 
might be amenable to another form of 
therapy. 


CASE HISTORY 


The following excerpts are taken from 
the patient’s hospital charts: “This 22- 
year-old white male, F, was thrown from a 
horse on June 12, 1948. He states that he 
landed with his head flexed completely be- 
neath his body. His father had to lift the 
patient in order to extricate his head. He 
was not rendered unconscious and states 
that he noted immediate paralysis of lower 
extremities, trunk, and partial paralysis of 
the upper extremities with immediate loss 
of sensation from the shoulders down.” A 
level was set at C-6. Nine months after 
injury a laminectomy was performed. The 
lamina of C-6 was found to be fractured 
and depressed, and a thick scar overlay the 
dura; some clear fluid escaped below, but 
there was no pulsation of the cord. “A 
very severe adhesive arachnoiditis” was 
found at the upper border of C-6, which 
was not freed because of involvement and 
the possibility of ensuing bleeding. “The 
cord was found to be of increased consis- 
tency and markedly flattened in the ante- 
roposterior diameter. Vessels overlying the 
cord were numerous and tortuous, and the 
cord appeared airophic. Chances of 
recovery of function even in the arms are 
very unlikely.” 

About a month after injury F noticed 
that his legs would start to jump when a 
sheet was pulled up. Spasticity gradually 
increased with no remission at any time. 
The physiotherapist who conducted the 
timed trials thought that the patient’s spas- 
ticity seemed as bad as, or worse than, 
when treatment had been discontinued six 
months before. 

When seen by the writer, F was lying on 
his back with his knees drawn up to a 45° 
angle. The lower extremities were tied to 
the bed to prevent the patient from being 
thrown off the bed or Stryker frame by 
spontaneous spasms. It was not possible to 
flex or extend the legs without the occur- 
rence of spasms and strong resistance. 
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Constant, very strong adduction was pres- 
ent. A pillow was kept between the knees 
to prevent pressure sores, but ulcers ap- 
peared from time to time notwithstanding. 


Psychological Background. F is the old- 
est of four children. He spoke very highly 
of his father. He always liked the out- 
doors, did a lot of hunting and trapping, 
and had planned to be a veterinarian. He 
said the reason he did not want to have a 
rhizotomy was because he liked to see 
things grow, not be destroyed. He spent 
much time around horses, had ridden in 
yodeos where he did bulldogging and rop- 
ing calves. He was “busting a broncho” 
he had been forbidden to ride when he 
was thrown and injured. He was inter- 
ested in writing. While in school he com- 
posed and delivered a speech on patriotism 
which won a tri-state competition. During 
the time of the study he enrolled in a cor- 
respondence school teaching fiction writ- 
ing. He had taken advantage of educa- 
tional therapy courses at the hospital and 
had learned to type by pressing down the 
keys with a pencil attached to his hand 
braces. F described himself as being high 
tempered and easily upset over little 
things. He said he was depressed after the 
accident but had gotten better. 

Psychological tests revealed a labile type 
of emotional response (pure C and Y on 
the Rorschach), and the extreme sensitiv- 
ity and low threshold for irritation proved 
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only too well substantiated in practice. It 
was difficult to keep the patient coming for 
brief periods of hypnosis, and the writer 
did not attempt to probe for dynamics. 


Results. Hypnosis was undertaken by 
having the patient look at a reflected point 
of light in the bed lamp over his head 
while he was lying down. In the first few 
sessions he preferred to look elsewhere, 
turning his head away from the therapist, 
later merely closing his eyes. He burst out 
laughing, saying he could go to sleep better 
by himself, but when told that the thera- 
pist wanted him to associate her voice with 
going to sleep, he went into a deep re- 
freshing sleep. He was usually told (at his 
suggestion) to picture himself on the edge 
of a creek bed beside a quiet stream and 
instructed to “relax all over, relax your 
head, shoulders, arms, trunk, legs, feet.” 
Loud sounds outside did not cause him to 
flinch. After several sessions on the ward, 
F asked to discontinue treatment because 
he could not stand the ridicule of the other 
patients. He was persuaded to come to the 
therapist’s office over his previous objec- 
tions, and short periods were continued 
there. After nine sessions in which only 
general relaxation was attempted, the legs 
were given a trial timing in the waking 
state. There was a decrease in resistance 
easily visible to the observer, as indicated 
by the following tables. 


TIME IN SECONDS TO COMPLETE MOVEMENTS BEFORE, DURING, AND AFTER 
TREATMENT WITH HyPNOSIS 


(Average of approximately six trials per movement) 


Hip and Knee Extension 


Knee Extension 


Date Right Leg 


Left Leg 


Right Leg Left Leg 


5/15 6.2 4.8 
5/16 5.5 4.2 
5/17 8.2 5.7 
5/18 9.0 4.3 
5/22 7.5 4.7 
5/23 7.8 5.0 
5/25 7.0 4.3 


5/26 8.0 4.5 


10.0 4.3 
7.5 5.0 
10.5 4.8 
13.3 4.2 
11.2 5.0 
16.8 5.8 
8.2 4.6 
8.1 5.0 


Hypnosis Introduced 


7/6 4.6 4.8 
8/7 4.3 4.0 


6.8 4.0 
4.5 4.0 


Hypnosis Discontinued 


9/26 4.2 4.0 


5.5 4.0 
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TABLE II Following this, the legs were manipulat- 


ASSOCIATED MovEeMENTs SET OFF By PASSIVE ed under hypnosis with specific commands 
MOVEMENT OF OPPOSITE LEG FOR to relax the muscles of the leg. The legs 
SIMULTANEOUS Hip AND KNEE EXTENSION* could be manipulated readily in flexion or 


Date te ket bec In Right Leg extension. Initial resistance in any one 
period would cease upon the command to 
5/15 2,2,2,2 2,2,2 relax. The most striking change was ob. 
5/16 2,2,2,2 2,2,2,2 served in adduction. Whereas previously 
5/17 3,3,3,2,2,2 22,2252; the physiotherapist had strained to sep- 
5/18 32:33:23 arate the knees for as long as 22 sec. with 
5/22 2,2,0,2,2 2,2,2,3,3,3 no let-up in tension, her red face and per. 
5/23 3,3,2,3,2,2 3,3,3,3,3,3 spiring brow attesting to the effort, now 
5/25 222222 33.3.3.3.3 one leg could be moved easily away from 
a "22.9 333222 the other, and they would lie apart on the 

5/26 2,3,3,2,2, Jaleiteene bed without spasm. 
Hypnosis Introduced Relaxation appeared to persist fairly well 
into the waking state. The patient report- 
1/5 1,0,0,0,0 2,2,2,2 ed to the ward doctor and neurosurgeon 
8/7 3,1,0,0,0,0 1,2,0,0,1 that his legs were much more relaxed. He 
3 reported that he could stop a spasm from 
eens occurring when he felt one was about to 
9/26 2,3,2,2,1,1 3,2,3,3,3,3 start, but he did not know how he did it. 
Key: 1—equals mild spasm, if flexion sufficient to During the ninth hypnotic session, F ex- 


raise knee two or ge inches from ued pressed the desire to move his paralyzed 
2—equals strong spasm, if flexion sufficient j i j 
te tales to With feet finger. He was told to visualize a balloon 
sliding on bed 


38—equals violent spasm, if flexion sufficient j j 
to raise whole leg with foot raised high finger moved uncoordinately on this and 


in the air. 
*Records not complete for knee extension. 


tied to his forefinger and lifting it. The 


one other occasion. At another time the 
whole knuckle rather than the single fin- 


TABLE III 


AVERAGE TIME IN SECONDS TO ABDUCT KNEES APPROXIMATELY TEN INCHES 
AND NOTATIONS OF PHYSICAL THERAPIST 


Date 


Seconds 


Notations 


5/15 173 Continuous adductor spasm aggravated by stretching. 
No release of adductor spasm at any time. 
5/16 pA Continuous spasm to slow gentle separation. 
No release at any time. 
5/17 16.5 Constant adductor spasm, moderately stronger than yesterday. 
5/18 i a No release of adductor spasm at any time. 
5/22 19.5 Constant with no release. 
5/23 19.0 Constant spasm. 
5/25 No change. 
5/26 19.5 


No — from previous trials. Constant spasm, stronger 
today. 


(Counting arbitrarily discontinued on all trials to this point.) 


Hypnosis Introduced 


7/6 8.5 Light resistance on first and third trials, right leg flexed on 
second trial. 
Legs will lie apart about 8 inches at feet (3 or 4 inches at 
knee) without being touched. 
8/7 6.5 Can be separated about 6 inches at knee with no adductor 


spasm, then moderate or mild spasm sets in. 


Legs will lie apart about 3 or 4 inches at knee without being 


held. Decrease in spasm. 


Hypnosis Discontinued 


9/26 


Very marked, extreme adductor spasm. Last time possible 


to separate knees with one hand, this time not possible 
with two. Flexion spasm prevents abduction. 
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ger lifted. At every attempt the patient 
reported a very fatigued feeling in the 
muscles of his lower arm. 

At the next timed trial the physiothera- 
pist obviously experienced no difficulty in 
manipulating the limbs through the re- 
quired movements. Associated movements 
seldom occurred, and with one exception 
consisted of a slight tightening of the op- 
posite leg in contrast to the violent spasms 
encountered in the prehypnotic sessions. 

The writer left the hospital for a month. 
When she returned, the patient’s spasticity 
appeared to be almost as bad as before 
treatment had begun, and even though the 
legs could generally be put through their 
movements within the allotted time, asso- 
ciated movements were very noticeable. 
The patient did not want to continue treat- 
ment. “If I haven’t gotten over the spasms 
by now, I don’t believe there’s any use of 
going on.” 


DISCUSSION 


The post-hypnotic observations indi- 
cate that: (a) movements were suc- 
cessfully concluded within the allotted 
time for the most part. Since the 
amount of effort in overcoming resis- 
tance is not known, the figures have 
little absolute value other than to de- 
note success or failure, and sometimes 
the average time obscures this point. 
(b) Associated movements were de- 
creased in number and strength. (c) 
Most striking of all, adduction could be 
accomplished with ease. A more pre- 
cise determination of the latter factor 
would constitute a better experimental 
design than the one used, since adduc- 
tor spasm is such a typical feature and 
the most constant one in this case. The 
gross change in this area is perhaps 
the best single indicator that hypnosis 
was effective. 


Other factors which were not prop- 
erly controlled should be considered. 
It is a common belief that weather af- 
fects spasticity. As far as noted by us, 
F was just as spastic on hot sunny 
days as on cool rainy days, and the 
change is not consistent with weather 
changes between May and July, the 
period of measurement. It is true that 
F’s decubiti were healing during the 
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early part of treatment, but their 
breakdown towards the end of the 
period and also a urinary infection ex- 
perienced during this time did not af- 
fect the results. Of what significance 
was it that spasticity lessened precise- 
ly during the time of treatment and 
became worse when treatment ended? 
No great changes in ward routine oc- 
curred during this time. The coinci- 
dence speaks highly in favor of the 
imposed situation, the hypnotic situa- 
tion, as being the agent responsible for 
change. 


GENERAL DISCUSSION 


First, how can motor behavior below 
the level of the lesion be affected by 
cortical influences in either of these 
cases? The most parsimonious expla- 
nation postulates some continuity of 
the cord as being present and capable 
of being used under certain conditions. 

Kabat (8) believes that his methods 
of physiological stimulation, which 
have produced voluntary motion in 
long-standing complete paraplegia, 
arouse residual motor connections at 
the level of the lesion by an influx of 
converging impulses, thus lowering 
the threshold and causing the anterior 
horn cells to discharge. 


It may be that the narrowing of at- 
tention and the intense concentration 
on the idea of relaxation in hypnosis 
somehow lowers the threshold also, so 
that controlling impulses are trans- 
mitted. Contradictory ideas, such as 
those producing tension, are removed, 
thus allowing whatever neurological 
mechanisms are represented by the 
“idea” of relaxation automatically to 
operate in full force, perhaps similar 
though opposite to that of an arm or 
the whole body becoming “stiff as a 
board” beyond the usual vountary 
capacity. 

Fay (3) in treating paralysis works 
on the premise that, during the evolu- 
tionary process, certain purposive pat- 
terns of reflexes are laid down and 
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covered over by progressively more 
complex systems. After injury these 
primitive patterns can be called out by 
appropriate measures to accomplish 
movements which would not otherwise 
be possible. Is there any connection 
between these archaic modes of trans- 
mission and the archaic type of think- 
ing which Meares (14) hypothesizes in 
his explanation of hypnosis? Specula- 
tion is really futile until the psycho- 
somatic link between thought and ac- 
tion has been more clearly delineated. 

To consider a more immediate prob- 
lem: Why did the legs become spastic 
in the first place? Here several the- 
ories are available, the oldest being: 

(a) The release theory (6). When 
a structure is removed from the high- 
er center which normally exerts an in- 
hibitory control, the lower part is “re- 
leased” and becomes overactive. 

(b) Magoun and Rhines (11) refute 
a simple theory of release and believe 
that facilitatory impulses are neces- 
sary to augment the stretch reflex, in 
spinal man these central excitatory 
impulses presumably originating in 
the cord itself. 

(c) Scarff and Pool (17), from ex- 
perimentation with electrical stimula- 
tion of the distal stump of the cord, 
suggest that irritation at the site of the 
lesion gives rise to spasm. 

(d) While finding some evidence to 
support Scarff and Pool, Freeman and 
Heimburger (4) believe the causes to 
be manifold and suggest ischemia pro- 
duced by injury to the blood supply of 
the cord as a contributing factor. They 
mention that sympathetic ganglionec- 
tomy had given such infrequent suc- 
cess as to be discontinued. 

(e) In defining by elimination, 
Cooper (2) seems to have tried every- 
thing short of cutting off the patient’s 
head to block out the disturbing im- 
pulses. 


(f) Martin and Davis (12) think that 
histological and biochemical changes, 
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especially at the myoneural junction, 
deserve consideration. 


(g) Sprouting of the afferent fibers 
to replace descending degenerating 
tracts has been demonstrated by Mc- 
Couch and others (13), who feel that 
this factor may account for the exag- 
geration of the reflex arc. 


(h) The regulatory action of the 
severed portion of the cord has been 
demonstrated by Berlin and _ others 
(1). They found that succeeding nox- 
ious stimuli provoked reflexes of vary- 
ing character, ie., the isolated cord 
mediated responses in an adaptive al- 
beit poor fashion. 


(i) Polleck and others (16), in re- 
lation to pseudospontaneous spasms 
say, “These independent formations, 
representing some unknown, but prob- 
ably useful, integrations, suggest new- 
ly developed conditioned reflexes.” 


(j) Levine and Kabat (10), while 
generally following a release theory, 
feel that facilitation from higher cen- 
ters is necessary, notably that contrib- 
uted by the righting and postural cen- 
ters. While Kabat’s (7) efforts are di- 
rected at stimulating the propriocep- 
tive system so that the summative ef- 
fect may make the voluntary effort 
successful, he does point out that spas- 
ticity may at times mask voluntary 
motion and quotes Twitchell (20) on 
the problem of harnessing the diffuse 
activity rather than always eliminat- 
ing it. 

None of the theories ascribing spas- 
ticity to factors intrinsic to the cord 
can pertain in our case. One might 
consider that the hypnotic effect by- 
passed the neural circuits altogether 
by a humoral action at the myoneural 
junction, for instance; however, the 
fractionated response, relaxation of 
one leg at a time, leads us to believe 
that this is not a generalized response 
but rather specific to a group of mus- 
cles and therefore a central nervous 
system phenomenon. It is interesting 
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that a purposive element of sorts is 
recognized in some of the theories. 
Our findings suggest that purposive 
elements of a more general nature 
may be present in spasticity. Thus 
the demonstration of a change in mus- 
cular function below the level of the 
lesion through cortical stimulation es- 
tablishes the possibility that emotional 
factors may be operating in producing 
spasticity. (Our real point is not how 
it happens but rather that if the one 
does happen, the other can happen.) 

From this point of view, spasticity is 
viewed as a reaction pattern of the or- 
genism which has meaning for the per- 
son in terms of his particular goals and 
strivings, particularly in his reaction 
to traumatization. Whether the in- 
jured person can again reorganize con- 
trol depends in part on his motivation 
todo so. It is possible that the injury 
may furnish an avenue by which cer- 
tain aims not given expression in con- 
scious thought or activity may seek to 
escape, so that the injury furnishes a 
nucleus about which conflicts congre- 
gate and are resolved. Thus, conflicts 
centering about such needs as the need 
fer love, the need for dependence, for 
punishment, or for release of aggres- 
sion, may find expression. The pilot 
study illustrates a conflict between the 
need for love and the fear of punish- 
ment with spasticity as the solution to 
the problem, if our formulations are 
ccrrect. Perhaps when these conflicts 
can be resolved at a higher psychologi- 
cal level, the lower centers may be 
freed from the necessity to express the 
aims and once again become integrated 
into the functioning personality. <A 
higher control is established over the 
involuntary unconscious activity. At 
least this is a possibility to be consid- 
ered. 

In the case of F, we do not know 
what the particular complex of mo- 
tives may be. The best we can do is to 
point out that he showed a certain de- 
gree of ambivalence about the pro- 
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ceedings. On the one hand, F appeared 
to be strongly motivated to get rid of 
his spasms. His resistance to advice 
for surgery shows an unusual deter- 
mination, and his efforts to become a 
writer in spite of almost insurmounta- 
ble difficulties show an unusually 
striving personality. We have the feel- 
ing that here is a person who will put 
forth every effort to succeed, and it 
seems that no half-hearted attempt 
could have produced the results in 
view of the odds against the procedure. 
Yet, in spite of his sincere effort, evi- 
Gences of negativism are displayed. 
The patient says, “I would rather keep 
my spasms than put up with this.” 
Perhaps the strongest example is his 
declining to continue treatment after it 
had been shown to have reduced spas- 
ticity. This is not to imply that reality 
factors were not present but rather to 
suggest that the surface ambivalence 
may reflect a deeper lying ambival- 
ence, of which the person is unaware 
and which was not explored in ther- 
apy. 

Therefore, we frankly speculate that 
he not only wanted to overcome his 
spasticity but also, unconsciously, had 
reasons for keeping it. As long as 
treatment was in progress he was able 
to perceive gains which allowed him to 
give up part of his pattern. When 
treatment ended, the balance swung 
back, and he resorted to the old way. 
Here the interpersonal relationship be- 
tween the hypnotist and the subject is 
conceived as being the lever which 
shifts the motivational pattern of the 
patient sufficiently for change to occur. 


Questions arise as to this explana- 
tion. Would relaxation have gradual- 
ly worn off as time went on and the 
expectations built up around the per- 
son of the hypnotist were not fulfilled? 
Would psychotherapy have resolved 
the problem so that the gains would 
have become permanent? In the final 
analysis we do not know. 
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It can only be said that whatever the 
cause of spasticity, whether emotional 
factors are involved or not, or whether 
it is the result of certain damaged 
pathways in the nervous system, or of 
local irritation of nerve cells in the 
cord, or of changes at the neuromus- 
cular junction, or whatever else it may 
be, psychological methods seem capa- 
ble of exerting an influence which can 
modify the condition, and this in a 
complete functional paralysis with 
known extensive injury to the cord. 

If this be so, then there are resources 
in the central nervous system which 
have not been sufficiently recognized. 
Psychological methods offer a hopeful 
avenue of exploration. 


SUMMARY AND CONCLUSIONS 


Two cases of traumatic paraplegia 
with spasticity are reported, in which 
hypnosis was used successfully to in- 
duce relaxation. Both cases had clini- 
cally diagnosed complete paraplegia 
with longstanding complete loss of sen- 
sation and motor control below the 
level of the lesion. In addition, the le- 
sion itself was considered to be com- 
plete or nearly so; the one diagnosed 
by x-ray, the other by visualization of 
the cord during laminectomy. 

In the first case, resistance disap- 
peared on instruction to relax under 
hypnosis, and the legs could be manip- 


ulated easily in flexion, extension, and 
abduction. Relaxation held over to a 
limited degree. Possible dynamics il- 
lustrating emotional factors in the gen- 
esis of spasticity are discussed. 

In the second case, objective, though 
crude, measurements were used to es- 
tablish a baseline against which to 
measure change. Resistance to manip- 
ulation and the presence of associated 
movements were the aspects measured. 
After hypnosis, a decrease in resis- 
tance and a lessening of associated 
movements were noted. In particular, 
a constant and very marked adductor 
spasm yielded to the extent that the 
limbs would lie apart without tension. 
Spasticity appeared to be reduced dur- 
ing the total treatment period but re- 
turned after it ended. 

It is concluded that: (a) it is possi- 
ble to influence muscular function be- 
low the level of the lesion in complete 
functional paralysis of the spinal cord 
by psychological means, even in cases 
where extensive organic damage to the 
cord is known to have been sustained; 
(b) the demonstration of residual neu- 
ral integration in diagnosed cases of 
complete paraplegia establishes the 
possibility that mental factors may in- 
fluence the degree of spasticity and 
muscular function prior to treatment. 
Observations showed a correlation be- 
tween intense emotional experiences 
and changes in spasticity. 
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by Laurence L. 


In this city of one million people I 
think it is safe to say that at one time 
or another in their lives at least half 
of them would derive more benefit 
from treatment under hypnosis than 
from any other known type of therapy. 
That is to say, I think the relief from 
the symptoms would be more com- 
plete, more prompt, and quite likely 
more permanent than the relief afford- 
ed by other forms of medical sympto- 
matic relief, such as that of tranqui- 
lizers and aspirin. 

I like to define conversion hysteria 
as the manifestation, often symbolic, 
of an emotional conflict in terms of 
motor or sensory disorders. These 
manifestations are so widespread that 
psychotherapists are not surprised be- 
cause well over half of all the disor- 
ders of which patients complain to 
their physicians are primarily of psy- 
chogenic origin. It is in this area that 
the hypnotherapists, as well as other 
psychotherapists, have their field day. 
A few of the symptoms which belong 
in this category are many types of 
headache, backache, pains in the neck, 
severe menstrual pain, sexual impo- 
tence, abnormal sexual impulses, pre- 
mature ejaculation, sexual frigidity, 
neurodermatitis or skin rashes, many 
muscular paralyses, surface anesthe- 
sias, paresthesias, sensory disturban- 
ces, many speech disorders, tics, trem- 
ors, compulsions, vomiting, enuresis, 
diarrhea, constipation, dysphagia, dys- 
pnea, night terrors, somnambulism, 
bruxism or grinding of the teeth, 


1 Presented at the organizational meeting 
of the Georgia Society of Clinical Hypnosis, 
January 10, 1960. 

2Chief of Psychological Services, U. S. 
Penitentiary, Atlanta, Georgia. Author’s 
address: 207 East Lake Terrace, S.E., At- 
lanta 17, Georgia. 
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HYPNOTHERAPY OF CONVERSION HYSTERIA! 


Bryan, Ph.D.* 


onychophagia, almost 


innumerable 
phobias, and finally one of the most 
disabling of all—plain acute nervous- 


ness. These people usually receive 
little sympathy and frequently but lit- 
tle treatment. Often the nervousness 
is apparent to everyone in the vicinity 
of the patient, but there are many pa- 
tients who are outwardly calm yet in 
a state of inner turmoil. Nervousness 
may be largely unconscious. The re- 
sults of hypnotherapy of this symptom 
are very often dramatically successful. 
Following treatment under hypnosis 
such patients often pace the room 
slowly, with a dazed facial expression, 
for two or three minutes before speak- 
ing. When they speak they say some- 
thing like, “It’s amazing isn’t it? You 
know I’m not a bit nervous now. Look 
at my hands; the palms are dry, and | 
don’t feel any of those rippling waves 
of nervousness going down my arms 
and legs, and look at my fingers; 
they’re not shaking a bit. And I feel 
tired now, like I could sleep. You 
know I was too nervous to feel tired. 
I have often heard about this treat- 
ment, but before I never knew wheth- 
er to believe in it or not, but now I 
have got to.” Thus do they express 
their discovery of their potential for 
normal feelings. 


The psychodynamics of conversion 
hysteria are rather well known. 


(a) Usually we find strongly am- 
bivalent attitudes toward one or both 
parents, and these are eventually 
transferred to all adult authority of 
the corresponding sex. 

(b) Strong feelings of sexual guilt 
are an almost invariable common de- 
nominator. 


(c) Many other guilt feelings, either 
are often 


conscious or unconscious, 
present. 
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(d) The foregoing, of course, spell 
immaturity and inadequacy for deal- 
ing with one’s adjustment problems. 
Despite their sometimes impressive ac- 
complishments in other areas, the emo- 
tional functioning is on or close to a 
level of oral dependency. 

(e) The symptoms are of course 
neurotic ones which provide some re- 
lief (as long as they endure) from 
guilt and a defense against various 
feared threats to one’s security. It is 
as if the patient were saying, “Look 
here. As sick as I am, surely I am suf- 
fering enough, and no one is going to 
do anything to add to my misery.” Fi- 
nally the symptoms constitute a dis- 
tress signal. The patient is in effect 
carrying out, “I’m not a big shot, I’m 
just a sad, security-seeking, suffering 
sinner, supplicating sympathy, sup- 
port, and succor. My immature beha- 
vior should convince everyone that I 
am not responsible for my wrong do- 
ings, so please help me to gain forgive- 
ness so I can get out from under this 
terrible punishment and come to en- 
joy emotional maturity and the peace 
that surely goes with it.” 


Treatment of these conditions must 
necessarily vary with the situation. In 
acute emergencies we must make ev- 
ery effort to relieve the symptoms in 
ahurry. This is not good clinical hyp- 
nosis, but more like stage hypnosis. 
Yet the prestige of the therapist and 
the dependency of the patient actually 
result in a surprisingly large amount 
of relief to many patients, and the du- 
ration of this relief is often surpris- 
ingly great. However, as Wolberg has 
told us, a psychobiologic approach is 
much better. Here we endeavor, 
through guidance, reassurance, re-edu- 
cation, persuasion, desensitization to 
painful memories, and the like to help 
the patient to deal with his present and 
anticipated future problems. Hypno- 
analysis is of course the more time- 
consuming but thorough procedure. It 
is still greatly shorter than the con- 
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ventional psychoanalysis. Here much 
attention is paid to the origin of the 
patient’s difficulties, and every effort is 
made to discover other previously un- 
known weaknesses in the personality 
dynamics and to deal with them. 
Where circumstances permit, age-re- 
gression to the time and _ incident 
which created the acute symptom is 
desirable. This was demonstrated by 
Breuer and Freud and has since been 
corroborated by many others. An act- 
ing out of the triggering circumstan- 
ces, with vocal expression of contem- 
porary thought content is highly de- 
sirable. Following this abreaction, 
reassurance is given. Here the thera- 
pist has an opportunity to display 
much ingenuity. Sometimes efforts to 
induce a dream will be rewarding. Of- 
ten it pays to suggest that a long-sup- 
pressed memory or flash of insight 
will be experienced by the patient, 
either immediately after the treatment 
session or sometime within the next 
few days. A ritualistic acting out of 
the treatment or immunizing program 
is often profitable. I find it well to 
emphasize to the patient that the 
treatment he is receiving will release 
his tremendous native capacity (which 
may have been long and seriously im- 
paired) to deal with his own problems. 
To the poorly oriented unconscious 
mind the circumstance which precipi- 
tated the symptoms perhaps many 
years ago is as recent as if it had hap- 
pened only on the day of therapy. This 
matter must be corrected by suggest- 
ing that in the future the patient will 
perceive this distant past as the distant 
past and not as the continuing pres- 
ent. The various present and antici- 
pated threats to the patient’s security 
against which the symptoms are serv- 
ing as a defense must be recognized, 
and these threats must either be ex- 
plained away or the patient must be 
given better ways of facing them. If 
at all possible I strongly advise against 
bringing the patient along too fast. 
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Otherwise he will probably discon- 
tinue treatment as soon as his symp- 
toms have cleared up; this will be long 
before his basic personality problems, 
which were the soil in which the acute 
symptoms thrived, have been solved. 


ILLUSTRATIVE CASE HISTORIES 


CASE 1 


H. McD. had one leg crushed in a coal 
mine accident in a state prison. Amputa- 
tion was contemplated for two weeks, Fi- 
nally the badly mangled extremity healed, 
but the patient could not put more than 15 
pounds of weight on it without great pain. 
Hence he was on crutches for two years. 
In addition to some attention to his per- 
sonality dynamics it was successfully sug- 
gested at each treatment session that he 
would be able to add about 15 pounds of 
weight to the tender member without ad- 
ditional pain. After five treatments he 
gave up the use of one crutch. After the 
ninth treatment he gave up the other 
crutch but walked with the aid of a cane. 
It was later found that a fellow prisoner 
had threatened to beat him up badly as 
soon as he underwent complete recovery. 
Environmental manipulation in the interest 
of physical safety combined with post- 
hypnotic suggestion caused him, much to 
his own surprise, to surrender his cane 
voluntarily after the eleventh and _ last 
treatment. 


CASE 2 


A.M. came into the penitentiary on a 
stretcher and explained that he was an epi- 
leptic and had lost the use of his legs be- 
cause he had been tied down in bed in a 
state prison for eight weeks to prevent him 
from falling to the floor and injuring him- 
self. Upon the one occasion that I worked 
with him, I suggested, under hypnosis, that 
he would again be able to walk satisfac- 
torily after 10 days and would then request 
release from the hospital. He followed 
these post-hypnotic suggestions perfectly, 
and now, more than a year later, is still 
working as an electrician. 


CASE 3 

Mrs. S. had been very much afraid of 
men and menstruation because of her 
mother’s teachings. Yet she married at the 
age of 17 years and had a fall on a slippery 
floor a few days later. Menstruating at the 
time, she was immediately attacked by 
strong guilt feeling, severe abdominal 
pains, and an anxiety state of near panic 


proportions. She reported that these symp- 
toms continued unabated for 19 years, dur- 
ing which time she had spent a small for- 
tune upon conventional types of treatment, 
However, she enjoyed several weeks of 
good health following the employment of 
a symptom-removal technique under hyp- 
nosis. This method was used to enable her 
to meet a temporary demand for an unus- 
ually heavy work schedule on her part. 
She is now undergoing hypnoanalysis, 
which I believe will shortly result in per- 
manent relief from her symptoms. 


CASE 4 

E.M. caused a girl to become illegitimate- 
ly pregnant and later to have an abortion. 
Next he developed prostatitis with a very 
conspicuous urethral discharge. Three 
urologists gave him rather highly trau- 
matic cystoscopic examinations and three 
different diagnoses. One of these was an 
inoperable cancer of the prostate. The pa- 
tient then developed complete sexual im- 
potence. Even masturbation was more 
painful than rewarding. Hypnoanalysis 
over a period of about 16 months resulted 
in a disappearance of the impotence. 


CASE 5 

W.J. had such a severe case of globus 
hystericus that it was very difficult even to 
swallow liquids. He naturally insisted his 
trouble was organic and that he would 
some day find a throat specialist who was 
capable of curing him. Conventional psy- 
choanalysis revealed thi+ his symptom had 
appeared shortly after his mother had died 
of cancer of the throat. He had been a 
very wayward son for years. His symptom 
of course served as a defense against in- 
tolerable guilt feelings. In three or four 
hypnoanalytic treatments he made a com- 
pletely satisfactory response to hypnother- 
apy and has now been symptom-free for 
over four years. 


Head injury cases are very numel- 
ous both in and out of prison. Many 
prisoners report such symptoms as se- 
vere headaches, dizziness, forgetful- 
ness, tinnitus, nervousness, and the 
like following a head injury sustained 
perhaps in a fight, fall, or accident, 
perhaps 20 or 30 years before. A large 
proportion of our population is con- 
vinced, at least subconsciously, that 
we never recover from head injuries. 
The overwhelming majority of these 
patients make an amazingly satisfac 
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tory response to a very small number 
of treatments under hypnosis. 


CASE 6 


F.J., age 41, told of having sustained a 
severe blow just above his left eye when 
hit on the playground by a chain at the 
age of 12 years. He said that the doctor 
who treated him after he regained con- 
sciousness told his parents that he would 
never be right again. Heavy dependence 
upon alcohol resulted because of severe 
headaches, and this was followed by crimi- 
nalism. A symptom-removal technique 
brought complete relief upon two occasions 
six months apart. About a year after the 
first treatment he reappeared with the 
same complaint. This time age-regression 
was employed to have him re-live the orig- 
inal traumatizing experience. He then be- 
came acutely disturbed, sobbed: softly, and 
rubbed his left forehead violently. He was 
then told that his injury was really not 
very serious and that a doctor would apply 
some medicine which would quickly and 
permanently erase his pain. Also he was 
assured that anyone who told him he would 
never be right again was completely mis- 
taken. This treatment brought the desired 
results. 


CASE 7 


J.D. was referred by a physician because 
of persistent and heavy vomiting, which 
had resulted in serious malnutrition. Rou- 
tine medical measures to control the vom- 
iting had been completely ineffective. The 
patient had no explanation for his beha- 
vior, but an interview at the conscious lev- 
el presently established the fact that the 
vomiting had begun several weeks earlier, 
after a dentist had told him that his body 
was absorbing poison from his diseased 
teeth and gums. However, the patient had 
denied permission for the extensive exo- 
dentia recommended. The following day 
the institution dentist examined the man’s 


' mouth and recommended multiple extrac- 


tions. Hypnosis was then successfully em- 
ployed to remove the patient’s fear of the 
fecommended dental attention. His vom- 
iting diminished considerably following the 
extraction of four teeth at the first sitting 
and disappeared completely four or five 
days after the extraction of the last dis- 
eased tooth. The symptom of course had 


tepresented a defense against dreaded auto- 
Intoxication. 


CasE 8 


F.G. was the first man off the gang-plank 
when he returned from overseas after 
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World War II, and he rushed to a New 
York doctor demanding treatment for 
syphilis. He had made the round of about 
a dozen clinics, which had refused to give 
him antiluetic therapy, because no clinical 
evidence of the presence of syphilis could 
be found. He obtained large amounts of 
antibiotics by bootleg procedures and ad- 
ministered them to himself. When I saw 
him, he gave a story of diseased gums and 
several dental extractions, which he had 
attributed to syphilis. It came out under 
hypnosis that he had practiced the act 
known as “sixty-nine” with a prostitute 
while overseas. This involved concomitant 
fellatio on the part of the prostitute and 
cunnilingus by him. He thought that syph- 
ilis was God’s punishment for his sexual 
misconduct. I obtained a detailed state- 
ment of his symptoms from the patient and 
discussed the matter with a dentist. He 
told me that he was practically certain that 
the man’s trouble was due to trench mouth, 
a condition which had indeed made satis- 
factory response to antibiotics. The pa- 
tient flatly refused to accept this explana- 
tion on a conscious basis, but he accepted it 
readily under hypnosis, thus ending his state 
of panic, his dependence upon antibiotics, 
and his insistence that he was luetic. 


CASE 9 


M.C. told me he was “raising hell” at 
night and that his cell-mates were about to 
cut his throat for disturbing their sleep. 
He had thus become afraid to go to sleep 
at night. After one symptom-removal 
treatment the symptoms disappeared, but 
they returned in about a month. The pa- 
tient was again hypnotized and then in- 
structed to think of himself as viewing the 
most distressing scene which could possibly 
be enacted before his eyes. Upon being 
awakened a few minutes later, he stated 
that the scene was one in which a nude 
eight-year-old child was being beaten se- 
verely by several adults while older boys 
were holding him. Unable consciously to 
relate this experience to himself, he was 
immediately re-hypnotized, after which he 
recalled a similar punishment which had 
been inflicted upon him twice after he had 
been discovered in the act of masturbation 
when a child in a county children’s home. 
After being desensitized to this memory, 
he was assured that this was an event of 
the remote past, and could not possibly 
happen again because he was a grown man 
and hence too old to be returned to the 
children’s home. He has been sleeping 
calmly at night for the three years that 
have since elapsed, 
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CasE 10 


C.A. demonstrated a severe case of claus- 
trophobia, and I insist that people with this 
handicap should make especially strong 
efforts to stay out of prison. He revealed 
that he had had the condition since the age 
of about nine years and had lost many 
good jobs because, despite his high clerical 
aptitude, he was extremely uncomfortable 
in an office except when in a state of at 
least semi-intoxication. Hypnoanalysis re- 
vealed that in childhood he lived in a two- 
story house. One day when his parents 
were away he and his two brothers and 
sister were playing in an upstairs room. 
One of the children had playfully locked 
the door from the inside and subsequently, 
to make matters worse, had dropped the 
key from the window to the ground. A few 
minutes later the children decided, for 
some reason unknown to me, that the 
house was on fire. Thus they believed they 
were faced with the necessity of deciding 
whether to be burned up or to jump down 
to the ground and probably to their deaths. 
After 15 or 20 extremely anxious moments 
a neighbor appeared and rescued them. 
Routine desensitization and correction of 
the time perspective, together with reas- 
surance that the threat no longer existed 
and never would exist again, resulted in an 
apparently permanent cure in a single 
session. 


11 


K.R. belongs to my military experience. 
It had been found that Private R. was the 
person who had been hiding behind trees 
at night at his replacement training center 
and rapping male personnel over the backs 
of their heads with a broom stick as they 
passed in the darkness. He sometimes 
robbed these people of small amounts of 
money, but an examination of the details 
of his offenses showed that the physical at- 
tacks were his main object. By the time 
that I saw the prisoner the Judge Advocate 
General’s office had drawn up a long list 
of specifications against him, and he had 
been told he would be fortunate indeed if 
he escaped with a sentence of 20 years at 
Fort Leavenworth. An Army psychiatrist 
had reported that he had examined the 
prisoner and found that he was without 
psychosis, able to distinguish right from 
wrong, able to adhere to the right and 
avoid the wrong, and therefore completely 
responsible for his conduct. Also he was 
reported to be capable of co-operating nor- 
mally in his own defense. The foster par- 
ents of the prisoner employed a civilian 
psychiatrist, who soon learned that the 
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prisoner allegedly had no memory for any 
events happening prior to the age of seven 
years. At the request of this psychiatrist, 
I hypnotized the serviceman and instructed 
him to recall his most disturbing experi- 
ence or experiences prior to the age of 
seven years. He then soon recalled that his 
right name was not R., that he had been 
beaten severely and frequently by his real 
parents when they were intoxicated, which 
was most of the time, that the reason for 
the beatings was his persistent bed-wet- 
ting, and at the age of seven years he had 
been placed in a foster home. He had 
been told that the foster parents were his 
real parents, and he accepted this informa- 
tion. However, his bed-wetting soon 
caused him to be placed in a county chil- 
dren’s home, where the nocturnal enuresis 
and beatings continued. He recalled that 
most of his beatings were with a cane. 
Asked under hypnosis to describe his atti- 
tude toward his assailants, he recalled a 
strong desire to disarm them and _ beat 
their brains out with their cane. Also he 
recalled that his real parents had had him 
removed because of his growing appetite 
and because of their belief that when they 
no longer had his mouth to feed they 
would have more money for whiskey. Fur- 
ther evidence was uncovered to indicate 
that in attacking his military victims with 
a broom stick, he was symbolically acting 
cut a long-repressed desire to obtain re- 
venge upon the persons who had beaten 
him with a cane in his childhood. Subse- 
quently the military court was informed 
that further punishment of the serviceman 
would amount to requiring him to suffer 
further because his parents loved whiskey 
more than they did their son. Accordingly, 
the court meted out only a very mild sen- 
tence, and to the best of my knowledge the 
patient’s subsequent adjustment has been 
satisfactory. Incidentally, his amnesia for 
the period of his life prior to the age of 
seven years was abolished during his one 
hypnotic session. 


SUMMARY 


In summary, a simple remedy is of- 
ten as effective or even more so than 
some over-elaborate procedure result- 
ing in perpetuating the procedure it- 
self rather than benefiting the patient. 
In other words, despite the origin of 


my cases, every psychotherapeutic 


problem should not be built into a 
“federal case.” 
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SOME ADDITIONAL TECHNIQUES OF HYPNOSIS 
by A. Levitsky, Ph.D.' 


During the course of his work in 
clinical or experimental hypnosis, each 
practitioner develops techniques, ap- 
proaches, and frames of reference 
which appear to him to be of value in 
the induction and deepening of the 
hypnotic state. Although rigorous ex- 
perimental evidence which compares 
the relative efficacy of various meth- 
ods of induction is still quite meager, 
it seems useful nevertheless to share 
techniques which have been developed 
in the hope that they will be validated 
or discarded through the experience of 
workers in the field. The best method 
of evaluation is of course the carefully 
designed experiment. However, the 
face value of a new method and the 
extent to which it seems consistent 
with our knowledge of the theory and 
practice of suggestive techniques also 
help us to determine the utility of new 
approaches. 

Many of us get the impression that 
we have now exhausted our ingenuity 
in devising new techniques and that it 
only remains to refine those currently 
in use. A glance at the great variety 
and cleverness of the methods report- 
ed in this JouRNAL is convincing proof 
that we are far from the end of our 
rope in inventing suggestive methods. 
It should be clear that skillful practice 
in hypnosis taxes to the limits both 
our clinical skill and our knowledge of 
psychology and psychodynamic prin- 
ciples. 

The following discussion will take 
up some approaches to induction and 
deepening which are but variations of 
standard current techniques. One of 
the methods, “the finger-breathing 
technique,” is original and is offered as 


1St. Louis State Hospital, 5400 Arsenal, 
St. Louis, Missouri. 


a contribution to the methods of in- 
duction and deepening of hypnosis. 


ORIENTATION AND PREPARATION 
FOR INDUCTION 

Orienting the patient, clarifying 
some of his misconceptions, allaying 
anxieties have come to be universally 
practiced in preparing the patient for 
induction. I have found the following 

gambits to be useful at this stage: 


1. The patient is told that individ- 
uals have varying experiences in hyp- 
nosis and “many people find it hard to 
tell, after a little while, whether they 
are in hypnosis or awake.” The im- 
mediate and powerful suggestive effect 
of this statement is probably apparent. 
The patient’s concept of hypnosis is 
immediately both broadened and re- 
structured! Early in the discussion 
and even before the initiation of the 
induction proper, the patient begins to 
question his own state, wondering 
whether he is at any given moment 
awake or in hypnosis. 


2. The patient is asked to guess or 
imagine how he will feel when in hyp- 
nosis. If his expectations are too un- 
realistic, it may be useful to correct 
them or tone them down. At the same 
time, the operator gets useful data for 
use in the subsequent suggestion peri- 
od. If the subject anticipates dizzi- 
ness, lightness, numbness, or heavi- 
ness, the operator proceeds accord- 
ingly. 


Induction Gambits 


1. With subjects who are expected 
or already found to be resistive, it has 
proved useful to introduce eye-fixation 
very early in the procedure. In the 
course of preliminary discussion, eye- 
fixation as an aid in concentration is 
mentioned and followed with: “In fact, 
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while we're discussing this you can 
choose some point high up on the wall 
ahead of you and begin to focus on it 
so intently that you try not even to let 
the eyeballs move. You can continue 
to talk to me while you are practicing 
this.” Since the operator may still 
have a good many informative re- 
marks to make, he can continue these 
in a conversational tone while taking 
note of the subject’s reaction to eye- 
fixation. As eyelid-fatigue develops, 
he is told that it is a good idea not to 
close the eyes too soon. His verbal 
comments during eye-fixation can be 
encouraged, helping to distract him 
from the “battle of the eyelids” in 
which the odds are heavily stacked 
against him. 


2. With individuals who are appar- 
ently excellent subjects but in whom 
rapid and deep induction is likely to 
prove frightening or lead to prema- 
ture emotional abreactions, I find it 
helpful to suggest that just going 
lightly into hypnosis is all we need at 
the moment. The intuitive feeling of 
rapport and control that the operator 
experiences at such moments is con- 
veyed to the subject as the operator 
says confidently, “Now I do not want 
you to go too deeply relaxed just 
now.” 


Encouraging emotional abreactions 
seems indicated with those subjects 
who rely on rigid defenses. Individ- 
uals who are more labile profit from 
the feeling that they need not have 
emotional outbursts at every turn in 
the road. 


3. Having informed the subject that 
a very large part of hypnosis is self- 
hypnosis and that the operator func- 
tions largely to “instruct” him in do- 
ing much of the work himself, I say: 
“As you relax, a feeling of heaviness 
will appear somewhere in the body. 
Just tell me where you feel it.” “Now 
you see this heaviness (in the legs) is 
something that you have produced for 
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yourself. Just go ahead and let jt 
spread. Let me know where it 
™ 


4. The following has proved effec. 
tive with subjects with whom induc- 
tion is proceeding discouragingly slow- 
ly: “You'll notice that one’s willing. 
ness to go deeply relaxed fluctuates: 
sometimes a little, sometimes a lot, 
When you feel very ready, take two 
deep breaths and go deeply relaxed.” 
With this gambit we accept the sub- 
ject’s ambivalence, show our under- 
standing of his complex experiences, 
suggest that his motivational state va- 
ries from “a little” to “a lot,” encour- 
age him to take the initiative in dis- 
solving his own resistances, and pro- 
vide ourselves with a readily visible 
sign of his growing willingness. 


DEEPENING TECHNIQUES 


1. If some degree of eye-catalepsy 
has been achieved, this proves to be an 
excellent springboard for further deep- 
ening. I make use of the following 
verbalization: “Notice that your eyes 
feel so heavy that it would be uncom- 
fortable to open them. But we can 
help you get them open... . by count- 
ing back slowly from ten. Most peo- 
ple can get them open at about six; 
let’s see how it works with you.” 

This method has the following ad- 
vantages: (a) It gives the appearance 
of allowing the subject some latitude 
in which to express his individuality. 
(b) It provides him with some con- 
cept of an artificial “norm” against 
which to measure himself. How he 
handles this is itself a projective de- 
vice in miniature. (c) In the state- 
ment “We can help you get them 
open,” the pronouns are chosen to pro- 
duce deliberate effect. In saying “we,” 
the operator seems to align himself 
with a part of the subject. The eyes 
are referred to as “them” and for the 
moment the operator and subject are 
banding together to fight the dissoci- 
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ated eyelids. Meanwhile the subject 
is being “helped” to accomplish what 
he has been told he wished to accom- 
plish. 

Allowing the eyes to remain half 
open for a considerable time while 
other matters are discussed helps pre- 
pare the subject for later somnambu- 
lism. 

2. The piling on of effects. This 
technique is designed to provide the 
subject with a number of near-simul- 
taneous suggestions. The purpose is 
to give him an opportunity for con- 
scious and/or unconscious choice of 
response and also to distract him in 
such a way as to minimize resistances. 
Let us say that a numbness of the 
right hand has just been suggested. 
This is followed with: “...and while 
the right hand is getting more numb, 
the left arm might get so loose and 
rubbery that it just slips off the arm of 
the chair; and while your left arm is 
getting looser, the head gets so heavy 
that it nods to one side.” The subject 
can then permit himself the response 
that develops naturally. Good subjects 
respond to all suggestions, but accept- 
ance of any one of them facilitates the 
deepening process. 


THE “FINGER-BREATHING” TECHNIQUE 
AS A METHOD OF DEEPENING 


This technique has been devised by 
the writer and is proposed as an effec- 
tive and relatively uncomplicated 
method of deepening the trance. The 
technique has proved to be substan- 
tially easier to apply than, for instance, 
the method of hand-levitation, which 
is often more cumbersome and time- 
consuming. It has served well in in- 
ducing as well as deepening the trance 
and to date has failed in just two out 
of 35 attempts. 

It has been found most useful to in- 
troduce “finger-breathing” after eye- 
closure has been achieved. The fol- 
lowing verbalization has been em- 
ployed: “Your eyes feel so heavy that 
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it is very uncomfortable to open them. 
Now I am going to awaken you par- 
tially by counting backwards from 10. 
At seven or six or five you’ll be able 
to open your eyes, but notice that 
they’re still very heavy and they 
blink.” 


Following this, “Although the eyes 
are heavy you can keep them open a 
while and you can concentrate on the 
index finger of one of your hands. 
Let us pretend that at the tip of the 
index finger, the skin is so thin and 
porous that air seems able to enter; 
and every time you take a breath it is 
as if air enters the finger and goes as 
far as the knuckles, which sort of 
takes the role of the lungs. Now sup- 
pose you try this for four or five 
breaths and tell me what sensations 
develop in the finger.” 

A considerable variety of sensations 
is reported. Subjects report feelings 
of warmth, coolness, sensitivity, numb- 
ness, tremor and lightness, stiffness, 
etc. The effect can then easily be ex- 
tended and elaborated: “Now you can 
control this just as you control your 
own breathing. As you take a deep 
breath and hold it, notice that the air 
is trapped in the knuckle. Now as you 
breathe out a little at a time, you can 
see and feel the air go down the finger 
a little at a time.” The effect can be 
further extended so that the wrist, the 
elbow, and then the shoulder take the 
part of the lungs. Subjects are gener- 
ally impressed by this phenomenon 
and find it amusing to participate, be- 
cause of the possibilities afforded of 
free fantasy-formation at the psycho- 
somatic level. It is comparable to the 
dental anesthesia technique of visual- 
izing electrical switches in the brain 
governing pain. 

This technique has a number of ad- 
vantages. It is keyed to a natural body 
rhythm, but one which is partially un- 
der the subject’s control. The subject 
is struck by his ability to achieve some 
control over the imaginary effect (e.g., 
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trap the air in the knuckle) as he mod- 
ifies his breathing pattern. Thus he 
plays a more active role than, for in- 
stance, in hand-levitation. Further- 
more, the particular sensation that is 
to be developed as he tries four or five 
breaths is left unstructured. Since he 
is not told to experience a particular 
sensation, but is asked what develops, 


it is rare for the subject to report 
nothing at all. Then, in extending the 
phenomenon, the operator builds on 
an effect already achieved and pro. 
ceeds in a “natural” manner, thus im- 
proving the chances of success. 

It is hoped that other investigators 
will find a place for this technique in 
their work with hypnosis. 
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THE PREVENTION OF POSTOPERATIVE URINARY RETENTION 
BY HYPNOSIS! 


by Raymond C. Doberneck, M.D., Arthur S. McFee, M.D., 
Frank J. Bonello, M.D., Aaron A. Papermaster, D.D.S., 
and Owen H. Wangensteen, M.D. 


One of the most frequent complica- 
tions attending major surgery is that 
of postoperative urinary retention. In 
spite of this frequency, little effort has 
been directed toward its solution. The 
most obvious although not necessarily 
the best solution is the routine post- 
operative use of the indwelling cathe- 
ter, which carries with it the undesir- 
able possibility of urinary tract infec- 
tion. Our attention was directed to 
this problem by the excessive occur- 
rence of urinary infection attending 
this measure as a routine. 

Postoperative urinary retention is a 
situation which defies precise defini- 
tion. Most simply stated, it is the in- 
ability to void after surgery. Never- 
theless, certain variables must be con- 
sidered. These include the time 
elapsed since the last voiding and the 
amount of urine contained in the blad- 
der. Various authors display a con- 
siderable divergence of opinion re- 
garding the time element, opinions 
varying between the lapse of eight and 
24 hours. In addition, most authors 
report no figures as to the amount of 
urine obtained, whereas at least 250- 
300 cc. are required to arouse the sen- 
sation for micturition. Obviously, the 
amount of urine contained in the blad- 
der will depend upon the status of 
renal function as well as hydration. 
In addition, many other physical fac- 
tors are operative in this situation and 
must be taken into account. These in- 
clude age, sex, position when attempt- 
ing to void, the type and duration of 


1From the Department of Surgery, Uni- 
versity of Minnesota Medical School, Min- 
neapolis 14, Minnesota. Supported in part 
by USPHS Grant #RG-5221. 


operation, and organic disturbances of 
the urinary tract. The last named fac- 
tor, however, will be dismissed with- 
out further consideration, and the re- 
mainder of this report will be con- 
cerned with only those patients having 
normal urinary structure and function. 

Finally, the psychologic factors re- 
main to be evaluated. During World 
War II studies by the Naval Medical 
Corps revealed that various injectable 
pharmacologic agents reduced the in- 
cidence of postoperative retention, but 
were in no way superior to the injec- 
tion of saline when the two methods 
were compared in a double-blind 
study. Treiger and Jordan have also 
found that the psyche plays a promi- 
nent role in micturition and have 
found considerable improvement when 
therapy was directed along these lines. 


MATERIALS AND METHODS 

Prior to initiation of this study, it 
was our practice to employ an in- 
dwelling urethral catheter quite rou- 
tinely after almost all major surgical 
procedures. Alarmed by the resulting 
incidence of urinary tract infection, 
we applied ourselves to the problem of 
its prevention. Consequently, we have 
abandoned the routine use of the in- 
dwelling catheter and have employed 
hypnosis as an adjunct to the preven- 
tion of postoperative urinary reten- 
tion. Twenty-one patients undergoing 
major surgery were managed in this 
way. All patients in this study were 
thought to have a normal urinary tract 
prior to operation on the basis of his- 
tory, physical examination, and labo- 
ratory tests, including urinalysis and 
determination of the BUN. There was 
no evidence of any disease of the pros- 
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tate in the male patients. Table I in- 
dicates the sex and age distribution of 
the patients. 


TABLE I 
Sex AND AGE OF PATIENTS 
Range Average 
Number of Ages Age 
Males. ... 6 47-69 54.7 
Females .. 15 39-68 55.3 


All patients were placed in the hyp- 
notic state during the induction of an- 
esthesia in the operating room. While 
in the hypnotic state, suggestions were 
imparted to the patients and included 
tolerance of nasal tubes, intravenous 
fluids, and freedom from pain at the 
site of incision. In addition, all pa- 
tients were told that they would be 
able to void easily soon after waking 
and that the operation would go well. 

After the completion of the opera- 
tion, the patients were sent to the re- 
covery room and thence to the inten- 
sive care unit, during which times 
they were offered the urinal and en- 
couraged to void. No other methods 
of encouraging micturition were used. 

In two patients, however, an in- 
dwelling catheter was inserted imme- 
diately prior to the operative proce- 
dure. In these cases, it was antici- 
pated that the procedure would be 
lengthy and that, should vesical dis- 
tention occur, it would occasion un- 
necessary difficulty in the completion 
of the procedure. In these patients, 
the catheter was removed within 24 
hours or on termination of the opera- 
tion. Table II indicates the operations 
performed. 


RESULTS 


Results are shown in Table III. In 19 
patients in whom no catheter was em- 
ployed, 15 voided spontaneously with- 
in eight hours after the completion of 
surgery. In the two patients in which 
a catheter was employed for less than 
24 hours, both voided spontaneously 
after its removal. In the entire group, 


TABLE II 


OPERATIVE PROCEDURES PERFORMED 
On 21 PATIENTS 


Heineke-Mikulicz Pyloromyotomy .... 3 
Cholecystoenterostomy . ............. 2 
Common duct exploration............ 1 
Transduodenal sphincterotomy ....... 1 
Simple MastectOMy 
Inguinal hemiorrhaphy .............. 1 
Hiatal herniorrhaphy ................ l 
Ventral herniorrhaphy ............... 1 
Subclavian endarterectomy .......... 1 
*Aorta-iliac endarterectomy .......... 1 

33 

*Catheter for less than 24 hours. 


17 patients voided without the neces- 
sity of catheterization, and the remain- 
ing four patients required a total of 
only eight catheterizations. 

The patient undergoing the simple 
mastectomy suffered from Parkinson’s 
disease and was receiving appropriate 
therapy. She required catheterization 
on three occasions. Two patients were 
catheterized twice, one after cholecys- 
tectomy and repair of an hiatus hernia 
and the other, after gastrectomy with 
vagotomy, cholecystectomy with com- 
mon duct exploration and transduode- 
nal sphincterotomy and appendectomy. 
The fourth patient was catheterized 
once after gastrectomy. There was not 
a single instance of urinary tract 
infection. 


TABLE III 


RESULTS OF HYPNOSIS IN THE PREVENTION 
OF POSTOPERATIVE URINARY RETENTION 


No. of Patients requiring Catheterization 4 

Total No. of Catheterizations........... 8 
DISCUSSION 


The methods of prevention and 
treatment of postoperative urinary re- 
tention are legion and include the use 
of physical, chemical, and psychologi- 
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cal means. With the exception of the 
routine use of the indwelling catheter, 
none has met with uniform success. 
Our experience indicates that a most 
respectable success rate of 80.97% can 
be obtained with the use of hypnosis 
in patients undergoing extensive sur- 
gery. Especially encouraging is the 
fact that not a single patient suffered 
a urinary tract infection and that of 
the four patients requiring catheteriza- 
tion an average of only two such ma- 
nipulations was required. These fig- 
ures compare very favorably with 
those obtained by drug therapy in oth- 
er series in which far younger patients 
underwent considerably less extensive 
procedures. Indeed, many of the pa- 
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tients asked for the urinal in the re- 
covery room when they were barely 
awake. It is our impression that hyp- 
nosis is a most worthy and acceptable 
tool in the prevention of postoperative 
urinary retention. 


SUMMARY 


A review of the problem of post- 
operative urinary retention has been 
presented, and our experience with the 
use of hypnosis in the prevention of 
this condition has been described. 
More than 80 percent of patients so 
treated voided without difficulty after 
extensive surgery, and not a single in- 
stance of urinary tract infection in 
the patients so treated was observed. 
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If one were to review the hypnotic 
literature, past and present, one would 
find discussions relating to the possible 
“dangers” of hypnosis, the scope of 
these discussions depending on the au- 
thor of the article or the text in ques- 
tion. In the main these dangers cover 
two phases: first, the possible “harm” 
that may happen to the patient in 
therapy, and second, the _ possible 
“harm” that may result from its use 
by an unscrupulous individual, who 
might influence a subject to commit an 
antisocial or a criminal act. One might 
raise the question as to whether this 
latter should be included in, or be 
classed with the use of hypnosis in 
medicine or dentistry, for when hyp- 
nosis ceases to be used as an adjunct 
in the treatment of a patient’s ills and 
nefarious or criminal intent enters the 
picture, it ceases to be therapy and 
becomes an academic and legal ques- 
tion. 

In addition to the two types of “dan- 
gers” that I have mentioned as found 
most often discussed in the literature, 
and as the main purpose of this pre- 
sentation, I would call your attention 
to a third danger, namely, the possible 
“harm” that may come to the operator, 
the dentist or physician who may em- 
ploy clinical hypnosis, that of false ac- 
cusation of criminal assault on the part 
of the patient. This latter aspect, harm 
to the operator, is but rarely referred 
to in the literature. 

These precautions relate to the ne- 
cessity of having a third party present 
or nearby when using hypnosis in 
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ONE ASPECT OF LEGAL IMPLICATION INVOLVED DURING 
THE USE OF HYPNOSIS! 


by Lawrence Milton Staples, D.M.D. 
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certain types of work, especially on a 
member of the opposite sex. This 
“danger” to the operator need not 
come from an unscrupulous patient 
only. It can also result from the un- 
chaperoned use of hypnosis with a 
reputable patient, who, because of a 
possible dream-experienced biological 
drive, hallucination, or fantasy, can in- 
volve the professional man, the user 
of the hypnosis, in a costly and em- 
barrassing situation, the unfortunate 
and innocent victim in a suit for crim- 
inal assault. 

Like many of the other hazards of 
hypnosis, the danger in the instance to 
be described could have been eliminat- 
ed if proper precautions had been ob- 
served. These precautions are simply 
the presence of a third party in the 
room, or if such presence might be 
obtrusive to a certain patient, then a 
third party known to be within easy 
seeing and hearing distance of the 
treatment room, whenever hypnosis is 
used, especially with a member of the 
opposite sex. The use of a tape re- 
corder if a third party cannot be pres- 
ent or nearby has been suggested. 
This would automatically record all of 
the conversation taking place during 
the hypnotic session, and, although it 
would not record acts, it would be a 
good indication of much that did oc- 
cur. Of course some types of tape re- 
cordings, at least in this country, are 
not acceptable as evidence in court. 
Nevertheless, such a recording might 
be of possible value. 

Many professional men, mindful of 
their own integrity and moral stand- 
ards, may feel that, for their office, the 
third-party precaution is not neces- 
sary, and thus they neglect to consider 
their own protection. That such an 
embarrassing circumstance as men- 
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tioned can happen, is evidenced by the 
fact that it did happen in a case which 
I will discuss briefly, where I served 
as one of three “hypnosis expert wit- 
nesses” for the defense in a Superior 
Court jury trial, in which a physician 
was charged with criminal assault. 
This physician was a man of high in- 
tegrity and ethical standards, as was 
attested by the testimony of friends, 
patients, and professional colleagues at 
the court trial. Yet a charge of crimi- 
nal assault was brought against him, 
and he was forced to stand trial. With- 
out the proper precautions this could 
happen to me or to you, and I am sure 
that you will note from the following 
comments that, as in the case that I 
will discuss, it may not take much 
real “condemning” evidence to show 
that this can be true. In the discus- 
sion the names of all persons and 
places will be omitted, except to say 
that it occurred in 1960 in one of the 
New England states. 

A 23-year-old woman, Mrs. X, mar- 
ried and the mother of two children, 
had been suffering from considerable 
discomfort in the pelvic region, as well 
as other symptoms for some wecks, 
during which time she had been treat- 
ed without beneficial results by an os- 
teopathic physician for a condition 
diagnosed as an infection of the 
bladder. 

On November 20th, 1959, the patient 
sought the services of a physician in 
an adjoining town, Dr. Y. The pa- 
tient’s history, plus digital examina- 
tion via the vaginal orifice, indicated, 
in the opinion of Dr. Y, a condition 
known as a retroflexed or tipped ute- 
rus. According to Dr. Y, the patient 
was told that he “would try to reposi- 
tion it, or, if necessary, insert a sup- 
port.” (Mrs. X testified that she was 
only told that a support was to be 
used.) The area involved was painful, 
the pelvic muscles were tense, and the 
patient was nervous. Without mention- 
ing the word “hypnosis,” suggestions 
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for relaxation were given, and the pa- 
tient was told that soon her arms and 
feet would feel heavy and relaxed. 
She was asked to take a few deep 
breaths, and as the air came out to 
relax, relax, relax. (Mrs. X knew that 
Dr. Y used hypnosis in his practice, 
but she had never experienced hypno- 
sis herself.) The very necessary re- 
laxation was secured and Dr. Y, by 
manual manipulation, repositioned the 
uterus. The patient was alerted and 
informed that she would feel very 
good. She was then informed that the 
uterus had been repositioned, and that 
it might or might not remain so, and 
if not, a support would be required. 

There was some variance in the tes- 
timony of Mrs. X and Dr. Y regarding 
the details of the mechanics of the 
treatment, but the testimony agreed 
that the patient was asked to return 
one week hence. Mrs. X paid her bill 
and departed through the waiting 
room, where she “passed the time of 
day” with several of the waiting pa- 
tients whom she knew, and who later 
testified at the trial that she appeared 
normally composed, and showed no 
evidence of being or having been up- 
set. The period of time that Mrs. X 
was in Dr. Y’s treatment room was 20 
to 30 minutes, during which time heart 
and lung sounds were investigated, 
pelvic examination made, relaxation 
induced, retroflexed uterus  reposi- 
tioned, bill paid, and patient dismissed. 

Outside a closed door, at her desk, 
sat the doctor’s secretary, and beyond 
in the waiting room were some six or 
more patients. The examination and 
treatment had been wunchaperoned, 
which was a common occurrence in 
that geographical region. 

According to Mrs. X’s testimony, af- 
ter leaving Dr. Y’s office she did some 
shopping locally, then drove to her 
home in an adjoining town some 20 
miles away. Mrs. X’s husband, away 
on a hunting trip contrary to his wife’s 
wishes, returned home about 30 hours 
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later. In those intervening hours, Mrs. 
X cared for her children and her home 
and was comfortable for the first time 
in many weeks. 

After the husband’s return home, 
Mrs. X testified that she told him of 
her visit to Dr. Y’s office, and related 
that while there, she had experienced 
a “sexual climax” due to the doctor’s 
digital manipulations, and that she, 
“being hypnotized, was helpless and 
could do nothing about it.” After re- 
lating the alleged incident to her hus- 
band, Mrs. X claimed to have had a 
nervous collapse, and she was given 
sedatives by the osteopath who had 
previously treated her. The husband 
at first thought of shooting the doctor, 
but in lieu of this he reported the mat- 
ter to the state police. 

The possible use of hypnosis in a 
case was something new to the local 
state police, and on the advice of a 
prominent medicolegal physician in an 
adjoining state a psychiatrist, whose 
interest in hypnosis both from a prac- 
tical and research angle is well known, 
was consulted. This psychiatrist, to 
whom I will refer as Dr. P, later 
served as the prosecution’s or State’s 
expert witness on hypnosis at the trial. 

According to the testimony present- 
ed in court, Mrs. X was brought sev- 
eral hundred miles from her home to 
Dr. P’s office, where she was placed in 
iypnosis. Dr. P testified that he found 
Mrs. X to be an excellent hypnotic 
subject, and he placed much stress on 
the fact that her story of the Novem- 
ber 20th visit to Dr. Y, as related while 
under hypnosis, coincided exactly with 
that previously told to the state police. 
Dr. P also emphasized the fact that the 
subject had an excellent memory after 
the trance in his office for everything 
that happened while she had been in 
trance. Just what these contentions 
might possibly indicate or prove is not 
clear. 


On December 3rd, some two weeks 
after the alleged November 20th inci- 


dent, Dr. Y first learned of the accu- 
sation, was arrested, charged with 
criminal assault and released on bail, 

There are three pertinent questions, 
regarding which I believe the judge 
and the jury of seven women and five 
men would require answers in order 
to reach a verdict. 

The first such question would be: 
1. Was the treatment that Dr. Y gave 
to his patient, Mrs. X, in accordance 
with the usual and accepted proced- 
ures for the treatment of the case in 
question? Dr. Y, with the aid of black- 
board and chalk and an _ excellent 
knowledge of the anatomical parts in- 
volved, supplemented with diagrams 
his verbal description of what he did. 
The testimony of several physicians, 
among them specialists in gynecology, 
indicated that the manipulations, as 
described by Dr. Y (although differing 
somewhat from the story of Mrs. X), 
were the usual and accepted method 
of treatment. Perhaps verifying this 
fact in part was Mrs. X’s own testi- 
mony that for some seven or eight 
weeks after her visit to Dr. Y’s office, 
she had been free from discomfort. 

Testimony of the defense physicians 
also stated that the type of digital 
manipulation required and carried out 
could arouse “sexual feeling” without 
the intent or even the knowledge of 
the treating physician. 

Questions 2 and 3 concern hypnosis: 
2. Can a person under hypnosis be in- 
fluenced to do, or will they do or per- 
mit to be done, anything that is con- 
trary to their wishes or moral concepts 
or that they would not do in the wak- 
ing state? Is a person under hypnosis 
helpless, as Mrs. X testified that she 
was? 


The term “hypnosis” had not been 
used in the conversation between Mrs. 
X and Dr. Y on November 20th, and 
the defendant at the trial made no 
open statement that hypnosis, per se, 
had been used; rather that relaxation, 
so necessary for the treatment pro- 
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cedure, was secured, although he did 
not deny that the subject may have 
been in a hypnotic trance. 

In reply to the question of whether 
or not Mrs. X had been hypnotized, 
and to what degree of trance she may 
have been in, if hypnotized, all “hyp- 
nosis expert witnesses” stated, with 
only slight variance, that the subject 
may have been, perhaps was, in a 
trance; if so, they could not vouch as 
to the degree of trance, as no tests had 
been given, and of course none of them 
was present at the time to observe the 
subject. All agreed that the freedom 
from discomfort during treatment 
could have been accomplished through 
relaxation alone. It was also the con- 
sensus, again with slight variance, 
that a subject would not do anything 
under hypnosis that she would not do 
in the ordinary waking state. 

It should be noted that in those ex- 
periments where it has been alleged 
that antisocial and other acts, which 
the subject would not commit when 
awake, were obtained under hypnosis, 
much time was consumed and inget-i- 
ous suggestions used to alter the sub- 
ject’s awareness of the true situation, 
as regards both the acts and the con- 
dition in which the acts were to take 
place. Experimental situations are 
quite different from clinical situations. 
Hence we can state that a subject 
would not normally do anything under 
hypnosis that he would not normally 
do when awake. Further, all “hypno- 
sis expert witnesses” expressed their 
opinion that a person is not helpless 
when hypnotized. 

Question 3: Is it possible for a per- 
son under hypnosis to hallucinate, or 
to have a fantasy, perceived as an ac- 
tuality? All “hypnosis expert wit- 
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nesses” agreed that a person can and 
may hallucinate, daydream, or have 
fantasies when under hypnosis. They 
may be guided by the suggestion of 
the hypnotist, or they may do this of 
their own accord, with subject matter 
of their own choosing. That these fan- 
tasies may be of a sexual character 
during hypnosis, as well as in nitrous 
oxide anaesthesia or analgesia, is a 
recognized fact. Because of this, in 
using hypnosis, care should be taken 
to suggest to the subject that he imag- 
ine that he is seeing or doing some- 
thing interesting or pleasurable, stress- 
ing that it be something he can tell 
about after he awakens. Mrs. X could 
have had a fantasy without the intent 
or knowledge of Dr. Y and could have 
misremembered it as an actual fact. 


Mrs. X, in her visit to Dr. P’s office, 
was found to have hysterical tenden- 
cies. The testimony of Dr. P, although 
a witness for the prosecution, was in 
essential agreement with that of the 
defense “hypnosis experts” on ques- 
tions 1, 2, and 3. 

During a recess period late in the 
day’s proceedings, in the judge’s pri- 
vate chamber, the attorney for the 
plaintiff made a motion for a directed 
verdict of “not guilty,” and the motion 
was granted. In view of this, the jury 
was directed to return such a verdict, 
which they did, the respondent was 
freed, and the charges were dropped. 

Perhaps the unfortunate experience 
of the physician in question may not 
have been in vain and may have 
served a worthwhile purpose, if it 
brings home to all of us that “harm,” 
not alone to the subject, but to the 
operator as well, can occur if the 
proper precautions are not observed. 
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AN INSTANCE OF POTENTIALLY 
HARMFUL MISINTERPRETATION OF HYPNOSIS 


by Milton H. Erickson, M.D. 


This account is an addendum to “One 
Aspect of Legal Implication Involved 
During the Use of Hypnosis,” pub- 
lished in this issue of the JoURNAL by 
Lawrence M. Staples, D.M.D. It is 
only one of many such instances of 
misinterpretation; it is presented be- 
cause of its timeliness and the simpli- 
city of its development. 

In the spring of 1960 a college stu- 
dent demonstrated hypnosis for pur- 
poses of entertainment. He first at- 
tempted to hypnotize Mrs. A., a young 
married woman with several children. 
Mrs. A. declared repeatedly that he 
could not hypnotize her and that she 
was “not smart enough” to be hypno- 
tized. The student, after two unsuc- 
cessful attempts on Mrs. A., tried an- 
other member of the group, succeeded, 
and demonstrated elaborately the phe- 
nomenon of regression. As he did this, 
he explained mistakenly that he would 
have to be careful to remember every 
step of the procedure, since otherwise 
his subject might remain permanently 
in a state of childhood. Later Mrs. A. 
gave an account of this occurrence to 
her friend, Mrs. B. 

Several months later Mrs. B’s young 
son underwent hypnosis satisfactorily 
during dental work. In discussing hyp- 
nosis, the dentist stressed that it should 
be used only in the field of one’s com- 
petence, it should not be used as a 
means of entertainment, and it was se- 
riously wrong to “toy” with it. 

Another three months passed un- 
eventfully, and then Mrs. A. developed 
a sudden, severe “nervous breakdown,” 
requiring extensive psychiatric aid. 
This breakdown was not regarded as 
very remarkable, since Mrs. A. was 
known to have a most traumatic his- 


132 West Cypress St., Phoenix, Arizona. 


tory. She had lost her mother at an 
early age, had been reared in various 
foster homes, some of which had re. 
jected her, had always felt rejected 
and unloved, and she had a long his. 
tory of unpredictable temper tantrums, 
She also felt that she had never had 
any happiness until after her marriage. 

About a month after Mrs. A’s illness, 
Mrs. B, in sympathetic wonderment 
about the nature of mental illness, re- 
called some lay discussion of Mrs. A’s 
symptoms. As she reviewed this, she 
became impressed by a similarity be- 
tween the patient’s helpless psychotic 
behavior and delusional statements, 
quite characteristic of an acute cata- 
tonic schizophrenic episode, and her 
own memories of Mrs. A’s account of 
the hypnotic regression at that parlor 
entertainment. She reasoned that Mrs. 
B, despite her assertions to the con- 
trary at the time of the occurrence, 
had been inadvertently hypnotized 
and regressed simultaneously with the 
other subject and that this effect in 
some way had lain dormant, only to 
appear unexpectedly as a “nervous 
breakdown” many months later. 

She was convinced that she was on 
the trail of vital information pertinent 
to Mrs. A’s recovery, but fortunately 
and wisely she consulted the dentist 
who had used hypnosis on her son and 
who had emphasized that it was “se- 
riously wrong to toy” with hypnosis or 
to use it for entertainment. 

The dentist, avowing his lack of com- 
petence in psychiatry, referred the 
matter to this writer for psychiatric 
evaluation. 


This is another instance demonstrat- 
ing that good intentions, based upon a 
lack of knowledge, non sequitur, and 
post hoc propter hoc reasoning could 


242 


| have 
had 
well- 
| the § 
| and 
Mrs. 
be hi 
thou 
info} 
arab 
thre 
trick 
beer 
the 


have led to harm for all concerned, 
had not the dentist been sufficiently 
well-informed to be able to interrupt 
the growing body of misinformation 
and misunderstandings deriving from 
Mrs. B’s assiduous, earnest efforts to 
be helpful. 

From those misunderstandings, 
though they were based upon an un- 
informed effort to be of service, irrep- 
arable harm could have come to the 
three families involved in that parlor 
trick, unwarranted blame could have 
been heaped upon that student, and 
the use of scientific hypnosis by repu- 
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table professional men could have 
been made questionable in the eyes 
of the public. 

It is sufficient misfortune that the 
patient has a long traumatic history 
and a recognizable psychosis without 
cbscuring these matters by misinter- 
pretations. It is most desirable that 
her condition be understood by her 
relatives and by her community in the 
best possible psychiatric terms and not 
in the terms of uninformed, mislead- 
ing post hoc thinking, so destructive to 
scientific knowledge. 
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SEX, TRANSFERENCE, AND SUSCEPTIBILITY TO HYPNOSIS: 
A POSTSCRIPT 


by André M. Weitzenhoffer, Ph.D.’ 


Sometime ago I reported (2) an in- 
vestigation done at the University of 
Michigan on the relationship of hyp- 
notic susceptibility to femininity. The 
findings at the time showed the ab- 
sence of any correlation between sus- 
ceptibility and each of five different, 
although related, measures of mascu- 
linity-femininity. Recent findings made 
in the Laboratory of Human Develop- 
ment at Stanford University and re- 
ported elsewhere in detail (3) have 
led me to re-examine the Michigan 
data in a new light. The results ap- 
pear to be sufficiently promising to 
justify a short report on this new 
analysis of old data. 


REVIEW OF THE MICHIGAN STUDY 


As previously reported (2), 100 male 
and 100 female undergraduate stu- 
dents from the University of Michigan 
were administered a battery of psy- 
chological tests including five meas- 
ures of masculinity-femininity, to wit: 
The Terman-Miles Attitude Interest 
Analysis Test, the M scale from the 
Guilford- Zimmerman Temperament 
Survey, the I scale from the Cattell 
Sixteen Personality Factor Question- 
naire, the Fe scale from the California 
Psychological Inventory, and _ the 
Frank Drawing Completion Test. Af- 
terwards half of the male and half of 
the female subjects were hypnotized 
by a female hypnotist. The remainder 
were hypnotized by a male hypnotist. 
The Friedlander-Sarbin Scale of Hyp- 
notic Depth was used to gauge the 
depth of hypnosis, the latter measure 
being taken as best estimate of the 
subject’s hypnotic susceptibility or 
hypnotizability. Hypnosis in- 


1Laboratory of Human Development, 
Stanford University, Stanford, California. 


duced by the procedure described as a 
part of the Friedlander-Sarbin Scale 
(5). 

SUMMARY OF THE STANFORD STUDY 


The Friedlander-Sarbin scale and 
similar scales have a peculiar defect 
which appears to be rather subtle, 
since it is never mentioned in the lit- 
erature. It is this: When using such 
scales, one proceeds by first “hypno- 
tizing” the subject, that is, manipulat- 
ing him or the situation in certain 
ways which define an “induction of 
hypnosis” or again a “trance induc- 
tion.” Following this one proceeds to 
test him, usually by means of selected 
test suggestions. The subject’s per 
formance in relation to the induction 
and the test suggestions is scored, and 
the score thus obtained is used as an 
index of the “depth” attained. If used 
as a predictor of future hypnotic per- 
formance, it then becomes an index of 
susceptibility. Implicit in this pro- 
cedure is the assumption that the 
trance induction is in some manner or 
other responsible for the observed per- 
formance. Somehow or other, how- 
ever, the question is never asked 
whether the subject might not have 
behaved exactly the same way in re 
gard to the test suggestions if one had 
not first used the trance induction. In 
other words, is it possible that the 
“hypnotic” behavior of some subjects 
is not different from their “waking” 
behavior, the implication here be 
ing that, although they may behave 
like hypnotized individuals following 
trance induction, the latter does not 
really have any effect upon them. Of 
course, since one always begins with 
the trance induction, there is no way 
of knowing what the true situation is. 
This consideration and others led to 
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the design of an experimental situa- 
tion which would allow one to deter- 
mine to what extent a formal induc- 
tion of hypnosis affects the response of 
individuals to a broad variety of test 
suggestions. Thirty subjects were ini- 
tially tested with respect to 17 care- 
fully selected suggestions, which were 
so chosen as to sample broadly an in- 
dividual’s ability to behave like a hyp- 
notized person. In essence the experi- 
ment consisted in obtaining a measure 
of the subject’s responsiveness to sug- 
gestions in the absence of an induction 
of hypnosis and contrasting it to his 
responsiveness following an induction. 
The details of the experiment have al- 
ready been reported (3), and I will 
only review here the most pertinent 
results. It was found that largely 
irrespective of the amount of sugges- 
tibility individuals possess in the ab- 
sence of an induction of hypnosis, they 
fall into two classes: Those whose sug- 
gestibility increases significantly fol- 
lowing a trance induction and those 
whose suggestibility remains the same. 
It is tempting to use this observation 
as a basis for distinguishing between 
“waking” and “hypnotic” behavior. 
Whether or not one does this, it is now 
clear that two individuals may show 
the same degree of responsiveness to 
suggestions following an induction of 
hypnosis, but may still be distinguish- 
cble on the basis of the relative effect 
the trance induction has on their “wak- 


ing” suggestibility. It is not my in- 
tention to speculate here upon the the- 
oretical interpretation of this observa- 
tion’, but rather to point out what may 
be an important application and con- 
sequence of it. 


_*An obvious interpretation is that the 
Increase in suggestibility results from the 
production of a “trance state” in the indi- 
viduals who are affected. Whether or not 
this is correct it will be convenient here- 
after to refer to “trance subjects’ when 
speaking of individuals showing the effect. 
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A RE-ANALYSIS OF THE MICHIGAN DATA 
ON FEMININITY 

What the Stanford investigation has 
shown us is, among other things, that 
in general a population of more or less 
suggestible individuals is really a mix- 
ture of two distinguishable popula- 
tions. One consists of individuals 
whose suggestibility will be enhanced 
by a trance induction, and the other 
consists of persons who are not affect- 
ed in this manner. Whether or not we 
assume the difference is one in ability 
to develop a “trance state” is optional. 
Now suppose that there is indeed a 
relationship between femininity and 
susceptibility for one of these groups, 
and that either there is no relationship 
for the other, or the relationship is in 
the opposite direction. A mixture of 
such individuals could easily lead to a 
spuriously low, or even a lack of, cor- 
relation between femininity and sus- 
ceptibility. In order to observe the 
existing correlation or correlations one 
must first partition or fractionate, so 
to speak, the mixture. Fortunately it 
was also established in the second 
study just reviewed that the individ- 
uals who were affected by the induc- 
tion procedure were also those who 
scored 7 or above on the Stanford 
Hypnotic Susceptibility Scale and this, 
it was known from earlier work done 
at Stanford, corresponds to the upper 
25 percent of subjects scored on the 
Friedlander-Sarbin scale. There are 
reasons to believe that this would be 
true for subjects taken from other 
populations and that it is generally 
true that subjects who fall in the up- 
per quartile in hypnotic susceptibility 
are those who are affected by the in- 
duction of hypnosis.* It has thus been 
relatively easy to go back to the orig- 


3It is of course understood that they are 
scored in a manner comparable to the scor- 
ing used with the Friedlander-Sarbin 
scale or the Stanford Hypnotic Susceptibil- 
ity Scale. 
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inal Michigan data and to redistribute 
the subjects according to our findings. 
The results have been most encourag- 
ing. For all five femininity measures 
it is still true that there are no corre- 
lations with susceptibility, but only in 
the case of individuals who fall below 
the 75th percentile on susceptibility. 
These are the subjects who presum- 
ably were not affected by the trance 
induction, irrespective of what their 
suggestibility was. In the case of the 
upper quartile, that is, of the subjects 
who presumably were affected, the 
picture has changed. The Frank test 
shows a significant positive correlation 
between masculinity and susceptibility 
for both men and women. The corre- 
lation is .69 for the men and .43 for 
the women. The M scale of the Guil- 
ford-Zimmerman test also gives a sig- 
nificant positive correlation of .41 be- 
tween masculinity and susceptibility 
for the men, but shows no correlation 
for the women. None of the remain- 
ing measures leads to significant cor- 
relations, although for several there 
are small correlations which might be 
significant with larger samples. In one 
case the relationship would be positive 
with femininity. A preliminary check 
of these findings has been made on re- 
cently obtained data on a sample of 
female students from Stanford Uni- 
versity. Again we find a significant* 
correlation of .72 between susceptibil- 
ity and masculinity on the MMPI. It 
might be remarked that the emphasis 
on “masculinity” rather than “femi- 
ninity” in the above is due to the sign 
of the correlations. The nature of the 
measures of masculinity-femininity 
which were used makes it quite arbi- 
trary whether one speaks in terms of 
femininity or of masculinity, since the 
more masculine a person is, the less 
feminine he is and conversely. 


4Significance is in all cases at the .05 
level or better. Pearsonian correlations 
are used here. 
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It still appears that the sex of the 
hypnotist has no influence. 

There is one other feature of the re- 
analysis. The distributions of suscep. 
tibility for the Michigan men and wo- 
men each showed bimodality. Bimo- 
dality can arise in several ways. It 
may be caused by the fact that one 
has a mixture of two different popu- 
lations, and it is then a true bimodal- 
ity. It may simply express the fact 
that the nature of the population is 
such that the distribution looks bi- 
modal even though only one popula- 
tion is really involved. Finally, it may 
be an artifact imposed by the nature 
of the measuring instrument used. As 
it turns out, the Friedlander-Sarbin 
scale, like the Stanford Scale of Hyp- 
notic Susceptibility, is an instrument 
which can create an artificial bimodal- 
ity (1), so that if there is a true bi- 
modality present one cannot know 
that this is the case when either scale 
is used. Some kind of external cri- 
terion is needed. The study of the 
role of the trance induction seems now 
to furnish us with a basis for expect- 
ing bimodality, and it is rather strik- 
ing that the 75th percentile coincides 
for both the men and the women with 
the saddle-point in their respective 
distribution curves, thus strongly sug- 
gesting that the observed bimodality is 
more than an artifact. 


SOME SPECULATIONS 


Finding that the more masculine a 
man or woman is the more susceptible 
he or she is was somewhat of a sur- 
prise. Not only did this run counter 
to my expectations, but it seems to 
contradict Freud’s ideas and also the 
persistent finding that women are on 
the whole somewhat more susceptible 
than men (2, 4,5). However, it is clear 
that masculinity is not all that is in- 
volved here, because it also turns out 
in the re-analysis of the Michigan data 
that women belonging to the upper 
quartile are on the average significant 
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ly more susceptible than the men from 
the same level of performance, and 
they are, by the same measures of 
masculinity-femininity less masculine 
(hence more feminine) than the men, 
as should be the case if the measures 
are at all valid. Since there is evi- 
dence that most tests of femininity- 
masculinity involve two or more fac- 
tors, the correlation between suscep- 
tibility and masculinity within the 
male and female samples may really 
be a correlation with only one aspect 
of masculinity as defined by the meas- 
ure used, whereas the over-all differ- 
ence between men and women on the 
same measure is clearly a function of 
all aspects sampled by the measure. 
This consideration also helps us to un- 
derstand why the correlation is not 
necessarily going to show up for all 
measures and may even reverse itself 
on some. We might speculate a bit 
further about the possible meaning of 
the relationship of masculinity to sus- 
ceptibility. Suppose that, above all, 
subjects in our culture tend to per- 
ceive the hypnotist as an authority 
figure, and this regardless of the hyp- 
notist’s sex. Suppose too that the hyp- 
netic relationship is perceived as in- 
volving unqualified obedience, as the 
giving up of ego-controls, of putting 
one’s self entirely into the hands of the 
hypnotist seen as an authority figure. 
One would expect that in order to be- 
come hypnotized an individual would 
have to have a high tolerance for this 
sort of relationship. Such an individ- 
ual would be one who, among other 
things, has had good experiences with 
authority figures, especially along lines 
bearing a similarity to the perceived 
requirements of the hypnotic situation. 
This type of individual would most 
likely be one who has well identified 
in his childhood with an authority fig- 
ure. Now it does seem to happen that 
in our culture, and this was perhaps 
even more true some years ago when 
most tests of masculinity-femininity 


were developed, authority and mascu- 
linity have been closely associated, 
largely through the identification of 
maleness with masculinity. The fath- 
er is at least the titular head of the 
family if not the actual head. It may 
thus be that when we measure mascu- 
linity we are among other things 
largely sampling features which go 
with being an authority figure. The 
individual who has identified well with 
such a figure would tend therefore to 
show up as masculine in this respect, 
and also by virtue of this identifica- 
tion would be a good hypnotic subject. 
Developing a trance state, if this is 
what takes place, would be the sort of 
thing which I feel would call for an 
ability to relinquish ego-controls, es- 
pecially the reality-testing functions 
of the ego. This last would be an im- 
portant determinant with respect to 
the ability to have hallucinations, 
which almost everyone would agree 
goes with the “deeper” states of hyp- 
nosis. It is interesting to speculate, 
that if the above is true, then in a true 
matriarchy we might well expect to 
see femininity associated with author- 
ity, and the more susceptible individ- 
uals would be the more feminine ones 
from this standpoint. 

Another aspect of the re-analysis 
which ought perhaps to be discussed 
is the fact that, in contrast to the sub- 
jects in the upper quartile, the remain- 
der of the subjects from the Michigan 
study show no relationship between 
their susceptibility and their mascu- 
linity. Let us assume for the sake of 
convenience that subjects in the upper 
quartile do develop a “trance state” 
when an induction of hypnosis is used 
(something obviously happens to these 
people), whereas the others do not, 
and that the difference in behavior is 
due to this trance state. Since mascu- 
linity is being correlated for both 
groups entirely against responsiveness 
to the same set of test-suggestions and 
not against the presence or absence of 
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a trance state, one is prone to feel that 
the correlation ought to run through 
both groups. The fact is that this has 
not been found to be true. The reason 
for this could simply be that the sub- 
jects falling below the 75th percentile 
also constitute a mixture of several 
populations. Another reason could be 
that they all possess a dominant trait 
which prevents us from picking up a 
correlation. Suppose, for instance, 
that in this group susceptibility is neg- 
atively related to anxiety and positive- 
ly related to masculinity, while at the 
same time there is a positive and inde- 
pendent relationship between anxiety 
and masculinity. The net effect of the 
interaction of these interrelationships 
could be the masking of the relation 
we are seeking. I am personally dis- 
inclined at present to believe that the 
explanation lies in either of the above 
directions. I am more inclined to take 
the view that there really are no reas- 
ons why responsiveness to the sugges- 
tions passed by the trance group 
should be due to the same _ basic 
process or processes responsible for 
the responsiveness of the non-trance 
group. The same end-point may well 
be reached by different paths depend- 
ing upon circumstances. Some indi- 
viduals may possess the ability to uti- 
lize more than one path, others only 
one. I have previously (4,5) suggest- 
ed that when a person is hypnotized a 
variety of processes may be activated 
sequentially, simultaneously, or in a 
combination of these two modes, and 
the observed behavior of a hypnotized 
person at any moment is in part the 
resultant of whatever processes are ac- 
tive at the time. Thus consider two 
subjects: Subject A passes items 1 
through 10 with or without an induc- 
tion of hypnosis, and so does subject B 
after an induction. But B passes only 
items 1 through 6 in the absence of an 
induction. It does not follow that B’s 


ability to pass the next four items af- 


ter the induction is due to the same 
factors as his ability to pass the first 
six items or A’s ability to pass all 10, 
Nor does it follow that his ability to 
pass the first six items after induction 
is due only to or at all to the factors 
which made it possible for him to pass 
them in the absence of the induction. 
For all we know, the trance state may 
inhibit these processes and supplant 
them with other, more efficient ones. 
It is worth noting here that in the 
Stanford study earlier “waking” and 
“hypnotic” suggestibility had a rank- 
order correlation of only .68. This 
means that a good portion of the vari- 
ance of hypnotic suggestibility is un- 
accounted for by waking suggestibil- 
ity. Another point to keep in mind is 
that the test suggestions which are 
passed by the non-trance subjects in 
both the Friedlander-Sarbin Scale and 
the Stanford Hypnotic Susceptibility 
Scale are motor items, which presum- 
ably involve a strong element of ideo- 
motor action. I believe that this is a 
property of the human system which 
does not depend upon what we usually 
think of as personality factors for its 
existence. It is more of the nature of 
reflex behavior. It may influence per- 
sonality or may be influenced by vari- 
ous personality factors, but it is by far 
and large independent, a pure factor 
of its own. Should this be true, the 
absence of a correlation between mas- 
culinity and susceptibility for this 
group would be accounted for rather 
readily. Ideomotor action is presum- 
ably also active in the trance group, 
but other processes become active in 
their case when an induction is per- 
formed. 

Again, in terminating this paper it 
must be emphasized that this is merely 
a re-analysis of old data and the main 
purpose of it has been to point out 
some new directions of thinking which 
seem to be suggested by some recent 


findings and applications of the latter. 
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USE OF HYPNOSIS FOR WEIGHT REDUCTION 
IN A GROUP OF NURSES 


by F. Scott Glover, M.D.* 


The use of hypnosis in weight reduc- 
tion is particularly effective for those 
who have tried other methods with 
little or no success. The experiences 
set down in this chronicle may aid 
others who have not tried it. 

At the request of many nurses at 
Memorial Hospital, Houston, Texas, 
for aid in losing weight and because of 
the economic and practical impossibil- 
ity of assisting these nurses singly, it 
was decided to hold classes and use 
mass hypnosis as the aid for control- 
ling appetite. 

Criteria for joining the class were: 
(a) desire to lose weight and the pre- 
vious failure of attaining desired 
weight loss by other methods; (b) the 
individual must be at least 20 pounds 
overweight. 


Twenty-seven registered and student 
nurses signed up for the class. Meet- 
ings were to be held once weekly, each 
session to be at 1:00 P.M. and expect- 
ed to last less than a half hour. 
“Weighing in” preceded the group ses- 
sion, and at this time each nurse re- 
ported her weekly calorie intake. Each 
nurse’s loss or gain in weight was not- 
ed and posted on a chart which could 
be seen by any in the group. Each 
nurse was provided with a small cal- 
orie counter, a 1,000 calorie diet, and 
suggested menus. 


The first meeting was held January 
14, 1959, with the entire 27 in attend- 
ance. Most of the time was spent in 
orientation and explanation of hypno- 
sis and dispelling many of the com- 
mon misconceptions about hypnosis. 
None of the 27 had ever been hypno- 
tized, nor had hypnosis ever been tried 
on them. The author had used hypno- 


14506 Caroline St., Houston 4, Texas. 
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sis extensively in his private practice 
but had never essayed group hypnosis, 


It was decided to use an eye-fixation 
technique for the first induction. This 
enabled the author to move about and 
observe each individual easily. Ap- 
proximately two-thirds of the class 
rapidly went into a light trance. The 
author then walked and stood in front 
of each of the remaining one-third un- 
til her eyes closed, and within the 
space of three to five minutes more all 
of the class was in a hypnotic trance. 


Suggestions were then made that, as 
the author continued speaking, every- 
one’s trance would continue to deepen, 
and then specific suggestions were 
made concerning weight loss. 


(a) They would be able to lose weight 
as they desired. 

(b) Their appetites would not be as 
large as formerly and would be eas- 
ily satisfied. 

(c) They would get all the pleasure and 
satisfaction necessary to their physi- 
cal and mental well-being out of 
eating. 

(d) They could take as long as_ they 
wished to eat. 

(e) They would find that they really did 
not want to eat high-calorie foods or 
large amounts of food. 

(f) They would not eat or want to eat 
between meals or snack at night. 

(g) They would stand in front of a mir- 
ror each day and visualize how they 
would look after they had lost the 
weight they desired. 

(h) They would start feeling increasing- 
ly well, becoming more relaxed, 
poised, self-assured and confident. 

(i) The desire to eat would be replaced 
by a feeling of pride in their new 
ability to stay on their diet and lose 
weight. 

(j) After they had lost the weight they 
desired they would be able to main- 
tain their weight loss without diffi- 
culty. 


suc 
tra 
| | 
ter 

| the 
avi 
grt 

We 
| ev 
ab 
i ou 
| fel 
Or 

| te 
ho 
tr: 
7 2 
as 
| | tr 
or 
se 

in 
| | 
hi 
di 
di 
T 

ri 

tl 
a 
p 
i 

a 

t] 
™ 


The group was then told that at each 
succeeding session they would enter a 
trance more deeply, easily, and rapid- 
ly, they were thanked for their excel- 
lent cooperation, and the trance was 
terminated in usual fashion. 

At “weigh in” the following week 
the group had lost 113 pounds for an 
average of 4.2 pounds. None in the 
group failed to lose; the largest loss 
was 8 pounds; the smallest was one 
pound. 

At subsequent sessions, to achieve 
even greater cooperation and rapport, 
about four nurses would be singled 
out, usually ones who either specifical- 
ly desired individual treatment, or who 
felt they were having some difficulty. 
On these we would demonstrate a new 
technique to the rest of the class and 
give them the opportunity of seeing 
how a person appears and acts in a 
trance. It was interesting to note that 
many in the group, sometimes as many 
as half the group, would go into a 
trance while watching a demonstration 
on an individual subject, and to ob- 
serve that individual trances were get- 
ing deeper as the class became more 
experienced. 

Weekly meetings continued to be 
held as months went by, and the class 
dwindled in size as various nurses 
dropped out, having lost the weight 
desired. By April only 18 remained. 
The able assistance of Dr. Ronald Nor- 
ris was obtained early in the course of 
this class, and he alternated with the 
author in conducting the sessions. 

As summer and vacation time ap- 
proached, the author felt it would be 
interesting to see what would happen 
if a recording were used. Accordingly 
a high-fidelity recording was cut by 
the author. A mental imagery and 
progressive relaxation technique was 
used. 


No doctor was present when the re- 


WEIGHT REDUCTION 251 


cording”? was played, and surprisingly 
there was an acceleration in weight 
loss during the three weeks it was 
used. The opinion was expressed by 
some using the record and increasing 
their weight loss gradient that they 
went into a deeper trance because 
they could lie down on the floor and 
be physically more comfortable than 
when sitting in a straight-backed chair 
with the author present. 

In mid June classes were terminat- 
ed, as fewer than ten remained in the 
class. Although we had started with 
three 300-plus pounders, the maximum 
weight of any one now was 165 pounds. 
The minimum weight loss was 45 
pounds (from 207 pounds to 162 
pounds). Average weight loss at four 
months was 30 pounds. 

Weight loss for the group at one 
month was 244.5 pounds with 25 in the 
class; two pre-clinical nurses, having 
failed, were dropped. One of these 
had lost 10.5 pounds; the other, 9 
pounds in two weeks. Weight loss at 
two months was an average 19.5 
pounds; at ten weeks total weight loss 
for the group was 391 pounds, with 16 
remaining in the class. No nurse failed 
to lose weight. Minimum weight loss 
in the first two months was 7 pounds 
in a nurse not excessively overweight. 
Greatest weight loss occurred in those 
most overweight. There was no dif- 
ference in ability to lose weight be- 
tween older nurses and younger ones, 
the older losing just as well and easily. 


Comment: Observing this group of 
nurses, it seems to the author that this 
method is particularly adaptable for 
those having difficulty in losing weight. 
It may be employed en masse on fairly 
large groups of subjects. A recording 
with suggestions used in an actual ses- 
sion appeared to be equally effective 
in inducing continued weight loss. 


2Recording furnished by Medreco, 4506 
Caroline, Houston, Texas. 
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THE UTILIZATION OF HYPNOTIC TIME DISTORTION 
IN DENTISTRY! 


by S. W. Kleinman, D.D.S.* 


The two basic dimensions of experi- 
ence are considered to be time and 
space. What is time? Time in terms 
of our common-sense experience of 
everyday life is only one aspect of a 
subject which has been elaborated up- 
on by philosophers and physicists. To 
the physicist time is an abstraction 
that is homogeneous and divided into 
mutually exclusive units. The physi- 
cal concept of time has only one di- 
mension, duration, and this dimension 
has but one irreversible direction, 
whereas physical space has several di- 
mensions. Our sense of time, based on 
the physical concept of time, then is 
considered to be regulated by the clock 
and calendar. 

And yet in our own experiences time 
becomes more than abstract entity; it 
becomes inextricably interwoven with 
our experiences. Our awareness of 
passing time and happenings is based 
to a great extent on our emotions. It 
almost becomes superfluous to mention 
that when we are deeply engrossed in 
a task or placed in a pleasurable situa- 
tion, we often may remark that “time 
flies.” Or conversely, when we are 
faced with distasteful or uninteresting 
duties, we find time drags or hangs 
heavy on our hands. Thus, without 
benefit of clock or calendar, we become 
aware of our own personal sense of 
time, commonly known as experiential 
time. It is this subjective aspect of 
time that concerned the philosopher 
Henri Bergson, whose philosophical 
views were given a literary portrayal 
in the writings of Marcel Proust. It is 


1A paper presented at the Third Annual 
Meeting of The American Society of Clini- 
cal Hypnosis at Miami Beach, Florida, Au- 
gust 1960. 


21650 Hayden Avenue, East, Cleveland 
12, Ohio. 


this concept of time which Einstein re- 
fers to as I-Time. This physiological 
or subjective time is entirely governed 
by each individual. Environment, in- 
terest, peace of mind, and anxieties all 
contribute to this personal concept. 

Under most normal conditions, one’s 
estimate of a given interval is some- 
what related to the clock, but when 
the relative comparison of the physi- 
cal, or clock time, is far out of propor- 
tion to the experiential time, the rela- 
tionship between reality and unreality 
becomes distorted, and for this phe- 
nomenon of time we employ the ex- 
pression “time distortion.” The most 
familiar example, and perhaps the 
most vivid illustration of this phenom- 
enon, is time distortion in dreams. We 
all have dreamt a situation of many 
hours’ duration in dream life, which 
has actually taken but a brief time by 
the clock. 

The speed of time is a variable fac- 
tor which undergoes a_ fluctuating 
curve throughout the life of the indi- 
vidual. For the young child, time 
seems to be flowing much more slowly 
than for the adult. The speed of time 
seems to increase with the growing 
and aging of an individual. In com- 
mon experience, there are two periods 
of life when the speed of time seems 
to accelerate rapidly: the first one, 
from the end of puberty up to 22 or 
24 years; the other, the second half of 
life from 40 years onward. 

Among individuals there are varia- 
tions in sensitivity to the passage of 
time. On the one hand, there is a 
conscious appreciation of time gained 
by various conditions—becoming hun- 
gry, sensing daylight, hearing the 


birds or even the milkman. There are 
evidences of surprisingly accurate, to- 
tally unconscious appreciations of du- 
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ration of time, such as the “inner 
alarm clock” which enables certain in- 
dividuals to wake up any time at will. 

Time distortion occurs with the ad- 
ministration of certain drugs. For in- 
stance, after the absorption of thyrox- 
ine, the duration of time seems to be 
longer than it really is. After the ab- 
sorption of quinine, time seems to be 
shortened. Under the influence of 
opium, time seems to flow extremely 
slowly in spite of the euphoric condi- 
tion. 

In the behavioral and social sciences 
time is studied from various approach- 
es. Thus we have the psychologist 
who may be concerned with measuring 
reaction-time, or the psychiatrist, who 
is concerned with whether a patient is 
oriented in time, or the rate of mental 
operation over time as diagnostic in- 
dices. Another aspect is the study of 
time distortion as a product of the 
milieu, which is illustrated by the in- 
dustrial psychologist. In intensive 
studies of human behavior it can be 
seen that time distortion may serve as 
an ego defense mechanism. Thus, it is 
seen that the study of time has many 
facets. 

For the medical and dental practi- 
tioner of hypnotism the question of 
great interest is: Can the time interval 
be deliberately altered to accomplish a 
given therapeutic purpose by means of 
verbal suggestions to a patient in a 
hypnotic trance? This question has 
been answered affirmatively by the ex- 
perimental research on time distortion 
in hypnosis by Cooper and Erickson. 
It is generally recognized today that 
there is an inherent tendency toward 
spontaneous time distortion during all 
hallucinated activities. It is the belief 
of Cooper and Erickson that a prede- 
termined degree of distortion can be 
effected by hypnotic suggestion. By 
way of establishing a basic framework 
for the study of time distortion, I 
should like to summarize a time dis- 
tortion technique from the work of the 


above authors. The subject halluci- 
nates the amount of experiential time 
suggested to him, just as he halluci- 
nates visual and auditory sensations. 
For example, it was suggested to the 
hypnotized subject that he take a haif- 
hour walk. The suggestion is devel- 
oped that the walk will be identical 
with his waking experience, very, very 
real—so real that he will actually re- 
live it for the half-hour period. The 
training suggestions are aimed to elicit 
a report of continuous activity, with no 
omissions or gaps, and which is realis- 
tic in the context of the over-all ex- 
perience. A starting signal is given by 
the hypnotist after suggesting the 
walk. The subject remains quiescent 
for an allotted period of five seconds. 
At the termination of this period, the 
suggestion is given to the subject that 
he make his mind a blank. The sub- 
ject is then awakened and then is able 
to relate the details of his experience 
of that half-hour walk. The salient 
features, then, of this technique may 
be summarized as follows: 


1. The subject reports a walk tak- 
ing him about one half hour in experi- 
ential time, but actually taking only a 
few seconds of world time. 


2. He reports an appropriate amount 
of activity to substantiate the duration 
of his walk. 

3. The subject experiences a natu- 
ral rate of time progression during his 
trance activity. 


In the general practice of dentistry, 
to achieve these results it is not neces- 
sary that an allotted time or a specific 
experiential time (the half hour) be 
part of the suggested activity. 

This can be demonstrated by the fol- 
lowing case history: 

Sharon, a twelve-year old girl, had 
come into the office for dental work 
immediately after she had taken her 
dancing lesson. It was suggested that 
if she so desired, she could practice 
her dancing lesson in the hypnotic 
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trance for as long as she wished. The 
dental operation took exactly five min- 
utes in world time and upon her awak- 
ening from the trance, she was ques- 
tioned as to the length of time she had 
practiced her dancing. She said that 
she had watched the clock in the dance 
studio, and it was exactly an hour. In 
this situation one hour of experiential 
time was equal to five minutes of 
world time. 


When we have an awareness of an 
individual occurrence, we cannot ap- 
preciate time, but when we are able to 
be aware of our awareness through de- 
liberate memory and concentration, 
we get a feeling of duration of se- 
quence. This, too, is known as experi- 
ential or psychological time. Time dis- 
tortion depends upon a high degree of 
withdrawal by the subject into his hal- 
lucinated surroundings, and by a large 
degree of emotional involvement in 
the hallucinated experience. This 
withdrawal is generally achieved by 
an induction of a moderately deep 
trance with a motionless physical posi- 
tion and suggestions of withdrawal 
from the physical world. 


Some case histories will be present- 
ed to illustrate some of the various 
aspects of time distortion which are of 
specific concern to the dentist. 


In the case of Rita, a twelve-year-old, 
who needed a: lower right first molar re- 
moved, the dissociation technique was em- 
ployed. The child was terror-stricken at 
the thought of dental work; so, as she sat 
in the dental chair, she was encouraged to 
talk about the things she enjoyed, and it 
was suggested that she could relax and 
think of some place she would prefer to be 
and that the time could be yesterday or 
last week, whatever she chose. She 
promptly replied that she would like to be 
on her girl friend’s front porch where she 
had been the previous day. She was told 
to close her eyes and forget everything ex- 
cept her desire to be with her friend and 
at the count of ten, she would find herself 
there. At the designated count, with other 
relaxation suggestions interspersed, she ar- 
rived on the front porch. On questioning 
she described her dissociated environment, 
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which included a small dog. It was sug- 
gested that she might romp with the dog 
and try to catch him while the dental work 
was done. She was given a mandibular 
nerve block. A few minutes later she was 
noticed to be perspiring, and her face was 
white. At first glance, a novocaine reac- 
tion was suspected, but, on questioning the 
child, she was found to be still chasing the 
dog and to be quite exhausted. It was then 
suggested that she could readily catch him 
and relax further and that she would have 
no recollection of any dental work being 
done. The extraction was completed un- 
eventfully. Now the particular aspects of 
this case are the spontaneous occurrence of 
time distortion, for in this case Rita was 
distorting her experiential time, and more 
important, the hallucinating or possibly re- 
living an activity that might have left her 
unduly and explainably fatigued. 


Another value of time distortion in 
hypnosis from the dentist’s viewpoint 
is the following: 


A middle-aged woman patient, very ac- 
tive in social and civic organizations, great- 
ly resents time-consuming dental work and 
then becomes nervous and anxious in the 
dental chair. She was persuaded to permit 
the use of hypnosis and while in the trance 
was given two definite suggestions: one, 
that her time spent in the dental chair 
would seem to be very much shorter than 
it actually was; two, the fee would seem to 
be equitable for that amount of time. Af- 
ter all, one could hardly expect the patient 
to be happy being charged for a period of 
service that seemed to be only a small frac- 
tion of that time! She was also given sug- 
gestions that she would be relaxed and re- 
freshed when she left my office and would 
look forward to her next visit as a pleasant 
respite from her busy schedule. She is now 
a much more tractable patient. 


As a dentist, one faces the possibil- 
ity that every moment of time spent 
in the dental chair may seem like an 
hour to one’s patients. Many a re- 
signed or anxious expression seems to 
say, “Yes, I know this, too, will pass. 
But how long will it take?” The task, 
therefore, is to manipulate the pa- 
tient’s awareness of an amount of time 
to be unpleasantly spent in the dental 
chair into a more pleasant experiential 
time under hypnosis. 
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Time distortion can be suggested in 
all phases of dental practice. The or- 
thodontist can use it for the young 
patient in order to shorten the time for 
accommodation to the orthodontic 
appliances. 

Now, what are the implications of 
time distortion in the practice of den- 
tistry? The effective dentist is always 
concerned with the element of time, 
whether consciously he recognizes it 
or calls it time distortion as such. Di- 
verting the attention of the frightened 
or anxious patient with a joke involves 
the distortion of time on one level. 
With hypnosis, the dentist is able more 
fully to exploit this phenomenon and 
utilize it in the various phases of den- 
tistry, such as in orthodontia, perio- 
dontia, and prosthodontia, or in aiding 


or learning to help the patient to ad- 
just to dentures. 

As a specific hypnotic technique, 
however, time distortion requires a 
much wider understanding and appli- 
cation than has been accomplished up 
to date. It would be most helpful for 
all of us to become more alert in rec- 
ognizing this phenomenon in our prac- 
tice of hypnosis. In this way, we can 
become familiar with the distorted 
time concept and trance situations. We 
also should be interested in finding out 
for ourselves how the concept of time 
distortion can be utilized. What is the 
significance of this phenomenon? What 
are its therapeutic implications? The 
field is open for ‘experimentalists and 
clinicians. 
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(Editor’s Comment: This clinical note 
is felt to be remarkably significant for 
the clarity with which it demonstrates 
(1) that hypnosis is a scientific modal- 
ity for the communication of ideas and 
understandings within a general medi- 
cal situation and (2) that its use as 
such is not necessarily to be made con- 
tingent upon a “psychodynamic” reso- 
lution of a transference relationship or 
the interpretation of concepts of paren- 
tal introjection.) 


The clinician is often confronted by 
telephone with a patient who presents 
marked anxiety obviously out of pro- 
portion to the circumstances. Gener- 
alist and specialist alike cope with 
these situations intuitively by persua- 
sion, reassurance, explanation, and 
even scolding. These become part and 
parcel of “bedside manner.” 

The physician trained in hypnotic 
techniques can often render such emer- 
gency care by telephone and then pro- 
ceed to see the patient for whatever 
further care may be necessary. A dy- 
namic, appreciative evaluation of the 
circumstances should be the basis of 
even this superficial approach, as it is 
of any definitive therapy. 

The literature is replete with allu- 
sions to re-induction of trance by tele- 
phone, but apparently does not men- 
tion initial induction by telephone. 
The following account is an example 
of the latter. 

The patient, a ten-year old girl, was 
in her seventh post-operative day fol- 
lowing an appendectomy. She had 
been home from the hospital for 36 


1175 State Street, Springfield, Massachu- 
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AN INITIAL INDUCTION OF HYPNOSIS BY TELEPHONE 
WITH TREATMENT OF ANXIETY 


by Jerome Leff, 


256 


hours and had an appointment for su- 
ture removal at the surgeon’s office on 
the following day. Her major com- 
plaint was that the sutures “itched” 
and disturbed her so that she “wanted 
them out” at once. 

Her mother, in a telephone call, ex- 
plained that for some hours the patient 
had screamed and then threshed about 
and had become completely “uncon- 
trollable.” A similar episode had oc- 
curred on the previous day, whereupon 
the sur’eon examined the child and 
prescri. 1 a tranquilizer. She liked 
the surgeon and responded for several 
hours, only to display renewed excite- 
ment to the point of the described 
crescendo of symptoms at the time of 
this telephone procedure. 

The patient is the only child of her 
mother’s previous marriage of two 
years’ duration. The parents were sep- 
arated most of that time. Much of the 
child’s life has been spent in the home 
of the maternal grandmother, who 
threatened her with a “heart attack” 
if she should be disobedient or should 
in any way disturb or abandon her 
grandmother. Those “attacks” had ap- 
peared quite genuine. 

At this time the patient had been 
living away from her grandmother 
and with her mother for the preceding 
two years. There are in the house a 
half-brother of six and a half-sister of 
eight months, both issue of the moth- 
er’s present marriage. 

An original evaluation of the patient 
suggested that she related fairly well 
with children and adults, was above 
average in intelligence, had normal 
ambivalence toward authority and 
protection, and was either stoical and 
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ostensibly independent, or “hysteri- 
cal,” aggressive, and dependent when 
ill. 

Some rapport had already been es- 
tablished with the patient prior to the 
telephone conversation to be described. 
Iexamined her at the time of the acute 
abdominal condition. This physician- 
patient relationship served as a spring- 
board for the procedure that followed. 
The verbalization to be described was 
with the attitude of a considerate, un- 
derstanding, loving father. Care was 
exercised to avoid being saccharine or 
patronizing. 

“Hello, hello, hello, Susan? Is this 
Susan?” This was done above the 
screams and shouts of the child at the 
other end of the line. “Susan, what’s 
happening to you, dear?” At this point 
the child responded wildly that her 
sutures “bothered” her, “pained” her, 
“hurt” her, and that she wanted them 
out immediately, all in a jumbled tan- 
trum response. “I want to know all 
about it, Susan. While trying to tell 
me what’s happening, get a chair and 
sit down. ... Are you sitting?” “Yes” 
(sobbing). “That’s fine. Are you sure 
you're sitting?” “Yes” (no sobbing). 
“That’s fine. Now tell me, Susan, is 
your big toe sitting?” (Slight giggle 
from patient.) “Is anything else sit- 
ting but your little bottom?” (No an- 
swer.) This homely remark, although 
lacking in dignity, served the twofold 
purpose of creating a startle reaction 
and meeting the child on her level. 
“You know, Susan, when we sit down, 
we don’t only sit down in the usual 
way. Every part of us has to sit 
down.” The intonation of my voice be- 
came monotonous and droning as in 
formal inductions. “Our whole body 
has to really sit down. Every part of 
our body has to sit down, every, every 
part of it. Now, Susan, is your back 
sitting?” “Uh, huh.” “Are your 
ears sitting?” ...“Uh huh.” “Is your 
nose sitting?” ... “Uh, huh.” “Is your 
tongue sitting?” “Uh huh.” 
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It is noteworthy that the child re- 
sponded in the affirmative over and 
over again and changed from a wildly 
crying, sobbing, “hysterical” patient at 
the outset to a cheerful, somewhat gig- 
gling child in the early phases of this 
ideosensory technique. The mother 
reported afterwards that the child sat 
flatly and somewhat limply in the 
chair and seemed unresponsive to any- 
thing other than her telephone envir- 
onment. 

“Now that you are sitting—comfor- 
table—and relaxed—with everything 
sitting—and everything very comfor- 
table—and everything very relaxed— 
I want you to breathe deeply and relax 
even more and sit even better with each 
breath that you take. Do that now.” 
(Long pause.) “That’s fine.” (Note 
intermittent praise.) “Now tell your 
mother to get some plain rubbing alco- 
hol.” (The word “tell” was said some- 
what forcefully.) “Tell her now. That’s 
fine—Now I want you to tell your 
mother to remove the dressing and re- 
member that whatever things you feel 
as this happens won’t make any differ- 
ence to you at all. Everything and 
anything you feel will be part of get- 
ting better, and you will be very glad. 
Now have your mother take the alco- 
hol and rub gently over the stitches, 
and this will smart a little bit here 
and there, and you will be glad again, 
because this is like scratching your 
itchy skin with millions of tiny little 
fingers, and this again will help you 
get better—and better and better as 
you relax more and more and more.” 
This progressed to the point where the 
mother had executed such procedures 
as had been outlined to her by me 
through her daughter. The child sat 
quietly by as a passive observer. “Now 
tell your mother to put a little dressing 
on your stitches. Fine! Now listen 
carefully to the next very important 
thing that I tell you. Are you ready?” 
“Yes.” “O.K. From this point on you 
need no medicine at all for the rest of 
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today. This evening at 9 o'clock I 
want you to put on your pajamas and 
go to bed, lie down, put your head on 
the pillow and relax, just as you are 
relaxed now and let your body take 
itself into a natural comfortable sleep. 
I want you to sleep right through the 
night without dreaming, then wake up 
at eight in the morning feeling just 
grand. At 11 o’clock tomorrow morn- 
ing I want you to call me and tell me 
that you did wonderfully, that you 
slept well, that you slept right through 
the night without dreaming, that you 
awakened feeling fine and that you feel 
even better than ever before. Now at 
the count of three I want you to awak- 
en your entire body and stand up.— 
One—two—three (firmly). That’s fine. 
You have done beautifully, and I’m 
very proud of you. Now let me talk 
to your mother.” 

The mother was then given full in- 
formation regarding the posthypnotic 
suggestions made, and the telephone 
conference was ended. 

As was reported later, the patient 
turned away from the telephone and 
began to play with the other children. 
She was comfortable, happy, and went 
to sleep and awakened at the desig- 
nated times. She did not, however, 
call me the following morning. It was 


discovered later that this was because 
she had gone to Connecticut to visit an 
aunt the following morning and that, 
despite her incessant demands to “call 
my doctor,” her aunt had refused to 
permit the long-distance call. She sub- 
sequently had her sutures removed, 
did well, and had no recurrence of the 
original excitement. 

It is further noteworthy that prior to 
this telephone induction the child had 
been a “poor sleeper.” She would 
awaken many times during the night 
from frightening dreams, call members 
of the family, and carry on conversa- 
tions. Since the telephone trance in- 
duction she has slept throughout the 
night and has not awakened until 
morning. On occasion the mother need 
enly sit at the child’s bedside at bed- 
time and tell her to “remember what 
the doctor said by telephone,” and she 
will at once go into a comfortable 
sleep, sometimes so quickly that the 
mother described it as “a little start- 


ling.” 


Summary: The development of an 
acute and overt emotional disturbance 
may, as in this instance, constitute a 
favorable situation for the immediate, 
even emergency, use of hypnosis and 
hypnotic techniques as a simple exten- 
sion of “the bedside manner.” 


HYPNOTHERAPY OF HEAD INJURY COMPLEXES 
IN FEDERAL PRISONERS 


by Laurence L. 


Federal prisoners report a much 
higher incidence of head injuries than 
do members of the general population. 
They attribute these mainly to drunk- 
en fights, accidents due to driving auto- 
mobiles while intoxicated, to blows 


1Chief of Psychological Services, U. S. 
Penitentiary, Atlanta, Georgia. Author’s 
address: 207 East Lake Terrace, S.E., At- 
lanta 17, Georgia. 


Bryan, Ph.D. 


sustained while resisting arrest, and 
to blows allegedly sustained while un- 
dergoing a subsequent “third degree.” 
A large proportion of our population 
holds to the conviction—partially un- 
conscious—that the effects of head in- 
juries of even moderate severity are 
necessarily permanent and irreversible 
(1, 2). 

Often the injuries are said to have 
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occurred 20 or more years ago. His- 


tories given by these patients usually 
contain a denial of skull fractures or 


even of temporary loss of conscious- 
ness. Frequently it is readily admitted 
that no scalp sutures were necessary. 
Current x-ray and neurological find- 
ings are almost invariably negative, 
as is the evidence from electroence- 
phalography, air encephalography, and 
the projective techniques of clinical 
psychologists. The most commonly re- 
ported symptoms, in the order named, 
are severe headaches (almost always 
concentrated at the site of the original 
injury), dizziness, various bizarre sen- 
sations, impairment of memory, and 
periods of loss of consciousness. Motor 
and sensory impairments, with or 
without convulsive disorders, are al- 
most never reported. Often the symp- 
toms are said to be intermittent, al- 


ternately plaguing the victim for sev- 
eral weeks or months and then being 


absent for a time. Almost invariably 
the patients report that their symp- 
toms are increasing in frequency, du- 
ration, and severity. The consump- 
tion of whiskey is usually reported as 
being the only known procedure which 
affords marked, although temporary 
relief, and it is claimed that this action 
often promotes criminalistic conduct. 
Due perhaps to prestige and depen- 
dency factors, over 90 percent of such 
patients readily respond to simple rit- 
ualistic induction procedures. Inter- 
viewing under hypnosis often discloses 
a strong underlying fear of the pres- 
ence of a brain tumor. Reassurance 
is given to the effect that a complete 
physical recovery from the one or 
more reported injuries has long since 
taken place, and that subsequent symp- 
toms have been due to anxiety and 
misconceptions. While these patients 


are notoriously lacking in conscious 


feelings of guilt, unconscious guilt is 
nearly always present. Hence it is con- 
sidered wise to attempt to remove any 
suspicion that the symptoms represent 
punishment for past offenses. Patients 
are assured that their great natural 
capacity to deal with their own prob- 
lems will be released through the 
treatment being administered. They 


are assured that in the future they 
will regard the distant past as the dis- 
tant past, rather than the present, and 
will think of the injury only as a very 
minor experience. The reduction in 
need for alcohol and/or narcotic drugs 
is emphasized. Encouragement con- 
cerning the permanence of recovery is 
given. Finally, it is suggested that the 
symptoms being dealt with will not be 
replaced by any other ones. 


In marked contrast with the indiffer- 
ent or contemptuous manner in which 
prisoners often accept tablets, pills, or 
capsules, these patients characteristi- 
cally express a feeling of marked re- 
lief from their symptoms immediately 
following termination of the hypno- 
tized state and extend warm expres- 
sions of appreciation to the therapist. 
They are then reminded that their 
speedy and gratifying relief was 
brought about without the use of 
chemical or physical treatment of any 
kind. Due to the customary absence 
of any serious primary emotional prob- 
lems other than those related to the 
symptoms themselves, and provided 
that the problem is not complicated by 
the factor of possible disability com- 
pensation, it is quite rare for these 
patients to require more than one 
treatment. This work, plus similar 
work with other traumatic neuroses, 
while indirect, is considered by this 
writer to be one of the more effective 
approaches to criminal rehabilitation 
for the types of cases concerned. 
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Michael J. Scott, M.D. Hypnosis in Skin 
and Allergic Diseases. Forewords by Mil- 
ton H. Erickson, M.D., and Maurice J. Cos- 
tello, M.D. Springfield, Ill.: Thomas, 1960. 
Pp. 161. 


By Paul Sacerdote, M.D. 


Doctor Scott has written an informative, 
readable book which will prove useful to 
the beginner in the field of clinical hyp- 
nosis. Without claim to being an all-in- 
clusive textbook, it offers to the neophyte 
adequate indispensable information on the 
history, nature, and theories of hypnosis 
and also practical suggestions on the prep- 
aration of the physician, his treatment 
room, and the patient. 

In the section devoted to the techniques 
of hypnosis, he describes with a welcome 
economy of words practically all of the 
induction methods taught today, with here 
and there added interesting personal 
touches or variations of definite and appre- 
ciable value to even advanced students of 
hypnosis. The author’s outlines of actual 
hypnotic sessions and his brief descriptions 
of different therapeutic applications, in- 
cluding direct suggestion, symptom substi- 
tution, and hypnoanalysis, are most instruc- 
tive. 

In the next section, the author discusses 
the applications of hypnosis and hypnotic 
techniques in the field of dermatology and 
allergy and the future expansion of this 
field of hypnotherapy. 

The final section consists of seven case 
illustrations taken from the author’s own 
clinical experience. This section was found 
to be the most interesting to this reviewer, 
and highly revealing of the author’s excel- 
lent insight into the psychodynamics of 
patient’s motivations and behavior in and 
out of hypnosis. 

For example, all readers will enjoy his 
handling of Case IV, a generalized neuro- 
dermatitis in a male adult forced to live 
with a sick, complaining mother-in-law. 
Here the author, faced with an impossible 
and unchangeable life situation, met the 
situation by suggesting a progressive de- 
crease in the area of dermatitis, a location 
of it on his left upper extremity, and even- 
tually a transfer to a canvas in front of 
him. Dr. Scott succeeded in inducing his 
patient to abandon his fingernails in 
scratching in favor of a Chinese back 
scratcher, and eventually to manipulate a 
paintbrush instead of a scratcher. He con- 
cludes, “Perhaps somebody more analyti- 
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cally minded than myself might suggest his 
scratching was a way of punishing himself 
to secure atonement for his rebellious atti- 
tude toward his invalid mother-in-law. 
The same analyst [concludes Dr. Scott, with 
tongue in cheek] might then conclude that 
derogatory remarks the patient overheard 
after exhibiting his paintings fulfilled this 
need for self-punishment.” 

The adverse criticism to be offered is 
that Dr. Scott’s book contains an insuffi- 
cient amount of the author’s personal ex- 
periences in the applications of hypnosis to 
the field of dermatology. It is this review- 
er’s impression that the author’s under- 
standings, knowledge, and experience in 
psychiatry and psychology are much deep- 
er than he appears to disclose, and such 
understandings in the field of dermatology 
are most needed. 

The bibliography and the subject index 
are quite useful and complete. 


Alan Mitchell. The Healing Trance. New 
York: A. S. Barnes, 1969. 248 pp. $3.95. 


By Leo Wollman, M.D. 


This book is an elementary, not too scien- 
tific, easy-reading account of hypnosis, 
written by a layman primarily for the lay- 
man and for the medical man only inci- 
dentally interested in hypnosis as utilized 
in England. Hypnosis is explained in sim- 
ple terms, its many uses in medical prac- 
tice illustrated, and induction techniques 
and verbalizations are detailed. 

The pseudonym of “Dr. John Wright” is 
given to the main character who, becoming 
interested in hypnosis, decides to convert 
his general practice into a “Harley Street 
specialty.” His training by attending a 
series of weekly lectures, his heightened 
interest in this chosen field of study, his 
avid reading of psychiatric tomes to sup- 
plement his knowledge, his choosing a Har- 
ley Street office, his first patients, and his 
successes and failures are all described in 
narrative style. 

The author obtained much of his infor- 
mation for this book from a professionally 
sponsored series of lectures in Great Brit- 
ain in 1957. The material is presented in 
such readable style that one becomes cap- 
tivated by the sequence of expected and 
unexpected events, even though they may 
be of little significance. 

This book can serve a worthy purpose in 
dispelling, at both the medical and the lay 
level, the misconceptions of hypnosis and 
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the often absurd and alarmist fears about 
hypnosis and its hypothetical dangers, and 
it provides the medical practitioner with 
clearer insights into the multi-faceted ad- 
junctive utilization of medical hypnosis. As 
for the scientific errors, they are not of ma- 
jor significance and serve only to detract 
from the informed reader’s pleasure in an 
otherwise well written and definitely in- 
formative book. 


D. H. Rawcliffe. Illusions and Delusions 
of the Supernatural and Occult. New York: 
Dover Publications, 1959. Pp. 551, paper 
bound. $2.00. (Title of First Edition: 
The Psychology of the Occult.) 


By Elizabeth M. Erickson 


The purpose of this book is the rational 
and critical examination of “the fallacies 
underlying psychical research.” Rawcliffe 
has performed a great service in collecting 
a tremendous amount of data, classifying 
the evidence and information, and then ex- 
amining it for the possibilities of a rational 
and naturalistic interpretation. The book 
is informative, well documented, and fas- 
cinating reading. However, there are flaws 
in his attitudes and his interpretations, 
which may be mentioned first. 

In his zeal to point out the occult and 
mystical basis of the theories of extra- 
sensory perception and similar “paranor- 
mal” types of cognition, Rawcliffe occa- 
sionally gives the impression that he would 
deny categorically the value of their intel- 
ligent and strictly controlled examination 
by fully qualified and experimentally so- 
phisticated scientists. Careful reading of 
the relevant chapters reveals that his posi- 
tion is by no means this extreme; his chief 
quarrel is with the psychological bias un- 
derlying most of the published reports, and 
hence with the failure to guard against the 
sources of error which lead, in turn, to an 
elaborate superstructure of deductions, the- 
ories and rationalizations built on a foun- 
dation whose flimsiness, when critically ex- 
amined, is apparent. Still, the impression 
is given repeatedly that the origin of psy- 
chical research in magic, shamanism, and 
superstition would in itself disqualify it as 
a subject of serious scientific examination. 

Much more serious as a criticism is the 
naive and superficial treatment of hypnosis 
and his mistaken belief in its close connec- 
tion with hysteria. 

Hypnotism, in spite of being defined 
carefully and in spite of the author’s de- 
sire to be objective and reasonable, is not 
covered in this book with the scholarship 
and accuracy that one would be led to ex- 


pect from the remainder of the book. In 
fact, this section is replete with unwarrant- 
ed assumptions and errors of interpreta- 
tion, ranging from his sweeping dismissal 
of Mesmer’s “wild claims and fraudulent 
practices” and his tolerant acceptance of 
stage hypnosis as harmless and amusing, to 
his constant harping on the analogy or 
identity of hypnosis with hysteria. 

It might also be justifiably objected that 
Rawcliffe’s treatment of the mystical ex- 
periences of religion and of contemplative 
dissociation in oriental philosophy is too 
superficial. 

However, the excellence of other sections 
almost makes up for these superficialities, 
There is a significant statement certainly 
related to the study of hypnosis under the 
section called “The Relief of Pain” that in 
itself contains a volume of thought (p. 
228). “The conquest of pain by suggestion 
is one of man’s great lost opportunities, 
Had this comparatively simple knowledge 
been discovered and utilised by the medi- 
cal profession from its earliest days, as well 
it might, mankind would have been spared 
mountains of suffering down through the 
ages.” 

The best organized, most rational and 
thorough, and most valuable portion of the 
book is the chapters from p. 379 to the end, 
examining the evidence, on the basis of 
laboratory experiments and reports, of ex- 
tra-sensory perception. He points out from 
the start of this section the pitfalls which 
lie in the path of the experimenters and 
how seldom they are appreciated. A pen- 
etrating comment from a previous chapter 
(on “Hauntings, Ghosts, and Apparitions”) 
may be tellingly quoted, “The fact is that 
scholars (and scientists) make poor psy- 
chical researchers; they are too used to 
breathing an atmosphere of trust and in- 
tellectual objectivity. They are seldom 
equipped for a task which requires the 
training of a psychologist, the flair of a 
detective, and the experience of a con- 
jurer.” 

The section on “Telepathy and Ideomotor 
Movements” gives an interesting historical 
discussion. This and subsequent sections 
present an excellent analysis of the nature 
of the various minimal sensory cues oper- 
ating to convey information through the 
senses without the awareness of either the 
subject or the experimenter. All possibili- 
ties of communication within the sensory 
fields are considered, the possibilities of 
misinterpretation, bias, recording errors, 


and outright fraud are unemotionally and 
rationally examined, and the inescapable 
conclusion reached that evidence has not 
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been presented which would call for any 
explanations except naturalistic ones. 

In summary, the book is highly recom- 
mended for its examination of the various 
phases of “extra-sensory perception,’ but 
it is also recommended that the reader be 
aware of the superficialities of the treat- 
ment of certain legitimate disciplines, in- 
cluding the study of hypnosis. 

An interesting and well-done 2-page 
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glossary of terms is appended. There is 
also a fascinating 25-page bibliography of 
occult literature, ranging from serious sci- 
entific studies to the most esoteric items, 
and ranging in dates from 1873 to 1951. It 
is unfortunately marred by several errors 
of spelling in the authors’ names, ¢.g., 
“Eastabrooks, G. H.” (Estabrooks); “Mull- 
holland, J.” (Mulholland); “Prince, More- 
ton” (Morton). The book has a good index. 
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ABSTRACTS OF CURRENT LITERATURE 
Edited by André M. Weitzenhoffer, Ph.D. 


. Roberts, J. M., and Hamilton, M. Treatment of anxiety states: I. The effects 
of suggestion on the symptoms of anxiety states. J. ment. Sci., 1958, 104, 1052- 
1055. 


Thirty-four anxiety cases were rated on the basis of severity of symptoms before 
and after 2 weeks of treatment, and still later. Reassurance and the joint use of a 
placebo produced significant improvement in all cases but those suffering from 
genitourinary and autonomic symptoms. (A.M.W.) 


87. August, R. V. Obstetric hypnoanesthesia. 
1131-1138. 


This is a report based upon 351 cases (out of 442) of expectant mothers on 
whom hypnoanesthesia was attempted. This method was completely successful as 
the sole anesthetic agent in 328 cases (93.5%) and was supplemented with other 
¢ agents in only 23 cases. It was the sole agent in 8 out of 14 cesarean sections. Al- 
i though hypnoanesthesia required more of the obstetrician’s time than did chemo- 
anesthesia, the elimination of maternal and fetal deaths due to chemoanesthesia 
makes this technique worth while. A brief description of the method of approach 
to the patient and of the hypnotic techniques used is included. (A.M.W.) 


Amer. J. Obstet. Gynec., 1960, 79, 


88. Moya, Frank, and James, Stanley. Medical hypnosis for obstetrics. J. Amer, 
med. Assn., December 17, 1960, 174, 80-86. 


A systematic study, including clinical and biochemical studies, was made of 21 
full-term infants delivered by hypnotic techniques as the only anesthetic, except 
for an occasional local or pudendal block for episiotomy, and a comparable control 
group of infants where various types of chemical analgesic and anesthetic agents 
were used. The clinical conditilon of the hypnosis group of infants one minute after 
birth, as tested by the Apgar Test and the time to sustained respiration, was signifi- 
cantly better than that of the cyclopropane anesthesia group but comparable to that 
of infants delivered under regional anesthesia. Biochemical studies of umbilical 
arterial and venous blood showed mild to moderate asphyxia at birth in all infants. 
Serial acid-base studies showed a definite superiority of the hypnosis group to read- 
just rapidly and to recover from the birth asphyxia, as compared to both the medi- 
cated and non-medicated non-hypnosis groups. Oxygenation rapidity for the first 
hour was found essentially the same for all groups. Emphasis is placed upon the 
need for good obstetrical care in all groups of patients, including the hypnotic. 
(M.H.E.) 


89. Tom, K. S. Hypnosis in obstetrics and gynecology. Obstet. Gynec., 1960, 16, 
222-226. 


The results of the use of hypnoanesthesia and hypnoanalgesia in 73 patients 
over a four and a half year period in a Honolulu hospital are summarized as having 
some definite value in obstetrics. (Leo Wollman.) 


90. Nikolaev, A. P. [An outline of the theory and practice of painless childbirth.] 
(In Russian.) 2nd Edition. Moscow: Medgiz, 1959. 256 pp. 


This book describes the chief principles of the Soviet system of painless child- 
birth, and special attention is given to the methodology and results of “psychopro- 
phylaxis” as well as to the application of physical therapy, drugs and hormones in 
childbirth. The use of hypnosis, and particularly of post-hypnotic suggestion, in the 
Soviet Union since 1922 by Platonov, Velvovski, Shestopal, Sirkin, and Nikolaev is 
described. The so-called “hypnoteria,” where the hypnosuggestive preparation for 
painless childbirth of large numbers of pregnant women is carried out in some of 
the major metropolitan centers of the Soviet Union, is outlined. (J.H.) 
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91. August, R. V. Hypnosis: an additional tool in the study of infertility. Fert. 
Ster., 1960, 11, 118-123. 


The author, a gynecologist and obstetrician, first reviews very briefly the nature 
of hypnosis and his general approach to the patient. In fertility investigations hyp- 
nosis is a rapid method for “(1) learning the psychologic background, (2) remov- 
ing problems that may prevent consummation of coitus by the male or co-operation 
by the female, (3) reducing female tensions and tubal spasm, and (4) aiding in 
the production of regular ovulatory cycles and permitting other normal chemical 


responses, such as normal vaginal pH production.” Two cases are reviewed. 
(A.M.W.) 


92. Johnson, W. R., and Kramer, G. F. Effects of different types of hypnotic sug- 
gestions upon physical performance. Res. Quart., 1960, 31, 469-473. 


Ten physically sound young men trained to attain a somnambulistic state and 
to perform various tasks naturally in this state were asked to perform a standard- 
ized large-muscle exercise to exhaustion. This performance was done following 
each of four experimental conditions: (1) Suggestions aimed at creating strong 
motivation to give a superior performance, at creating a disregard or insensibility 
to fatigue, and including direct suggestions of increased strength, endurance and 
power; (2) “pep talk” given in the trance and intended to stir up the subjects by 
appealing to their ego, and containing many suggestive elements along the lines of 
the suggestions in (1); (3) posthypnotic suggestions that at a signal the subjects 
would have helpful hallucinations (aimed at counteracting fatigue); (4) posthyp- 
notic suggestions of decreased performance. The authors find significant differences 
only between condition (4) and the other three conditions. They do not report on 
what differences, if any, existed between performance in the four conditions and 
normal performance. (A.M.W.) 


93. Schjelderup, H. K. Time relations in dreams. 
Psychol., 1960, 1, 62-64. 


Examples are given of hypnotically induced dreams, which support the notion 
that series of experiences corresponding to long spans of objective time may be 
represented in dreams of very short duration. Both stimulus and organismic fac- 
tors determine the content of such dreams. (A.M.W.) 


A preliminary note. Scand. J. 


94. Mody, N. V. Report on twenty cases delivered under hypnotism. J. Obstet. 
Gynec. India, 1960, 10, 3-8. 


This is a rather detailed report on 20 cases of vaginal deliveries conducted under 
hypnosis. These came from an original sample of 31 patients, 11 of whom did not 
give birth under hypnosis for various reasons detailed in the report. Of these only 
2 were rejected as being unsuitable for this sort of delivery. Depth of hypnosis 
attained varied from light to somnambulistic. Number of antenatal sessions ranged 
from 1 to 13. Of the 20 patients, 15 had satisfactory pain relief, 3 had slight relief, 
and 2 had no relief. Over-all success was 75 per cent. In primigravidae there was 
100 per cent satisfactory pain relief, but only 61.5 per cent in multigravidae. No 
more than 100 mg. of pethidine was required subsequently in the unsatisfactory 
cases. No relationship seems to exist between depth or sittings and relief of pain. 
Study of the unsuccessful cases show a number of possible reasons in three of 
the five instances: disturbed condition of mind, excessive fever, loss of confidence, 
prolongation of labor, operative interference, and postmaturity. No reasons could 
be found for the other two cases. The author also reports on his successful antenatal 
and postnatal use of hypnosis in handling sleeplessness, vague pains and aches, 
retentions, gastro-intestinal upset, failure of lactation, suturing episiotomies, and 
removing sutures. (A.M.W.) 


95. Wollman, L. The role of hypnosis in the treatment of infertility. Brit. J. med. 
Hypnot., 1960, 11, 3-11. 


This paper rather sketchily reviews the history of hypnotism and, equally 
briefly, the nature of hypnosis and its phenomena, induction methods, and applica- 
tions. A small portion of the article discourses on the use of hypnosis in infertility 
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problems. Lengthy bibliography with many references dealing with hypnoanesthe- 
sia, especially in relation to obstetrics. (A.M.W.) 


96. Schneck, J. M. A hypnoanalytic note on a medusa’s head dream. J. nerv. 
ment. Dis., 1960, 131, 80-81. 


A brief report on the reactivation in a hypnotized patient of a childhood dream 
of medusa head. The author discusses the case in the framework of Freudian 
psychoanalysis. (A.M.W.) 


97. Schneck, J. M. Comment on a theory of hypnosis. Inter. J. clin. exper. Hyp- 
nosis, 1960, 7, 231-236. 


A reply to a previous article of Meares. Contrary to the latter, the author feels 
that his own theory of hypnosis is in very good agreement with that proposed by 
Meares but does differ from it in being broader and including Meares’ theory as a 
special aspect. (A.M.W.) 


98. Gienke, E. L. Use of hypnosis in visual correction. Optom. Wkly., 1957, 48, 
1797-1800. 


This is a speculative article aimed at stimulating interest in research in this 
area. The author reasons that recent events in the field of psychosomatics suggest 
that emotions may have an influence upon refraction. Hypnosis might therefore 
have some influence too. Experiments on regression to a time before the onset of 
myopia are discussed. (A.M.W.) 


99. Browning, C., and Crasilneck, H. B. The experimental use of hypnosis in sup- 
pressive amblyopia. Amer. J. Ophthal., 1957, 44, 468-477. 
Nine adults were studied, and while improvement was noted in some instances, 
the results as a whole were inconclusive. (A.M.W.) 


100. Stauffacher, J. C. Recovery from paranoid delusions following hypnotic un- 
covering of repressed episodes. J. clin. Psychol., 1958, 14, 328-331. 


This case is presented because of the light thrown upon the dynamics of para- 
noid delusions and its implications for the therapeutic management of such cases. 
This patient apparently achieved a complete social recovery, although the basic 
homosexual conflict was not brought to the awareness of the patient. Further, the 
therapist did not deal directly with the transference or with infantile memories. 
(Psychol. Abstr.) 


101. Zolik, E. S. An experimental investigation of the psychodynamic implications 
of the hypnotic “previous existence” fantasy. J. clin. Psychol., 1958, 14, 179- 
183. 


This report is concerned with the results obtained with a male volunteer sub- 
ject. Two hypnotic sessions were involved. In the first, S was regressed to a 
“previous existence.” In the second session, the principal character of the previous 
existence was investigated without the induction of a regression. The results of 
the study indicate that the “previous existence” fantasy was dynamically related to 
a repressed emotional conflict in the subject. (A.M.W.) 


102. Orzeck, A. Z., McGuire, C., and Longenecker, E. D. Multiple self concepts as 
effected by mood states. Amer. J. Psychiat., 1958, 115, 349-353. 


An experiment was performed to study the hypothesis that two distinct selves 
occur when moods are varied. Following a definition of the term ‘self,’ an experi- 
ment was designed to produce hypnotically two distinct self concepts by the induc- 
tion of the moods of depression and elation. Twenty Ss responded to an identical 
self-reference scale 3 times, first during a waking state, then under hypnotic 
depression, followed by hypnotic elation. Memory was controlled hypnotically. 
The scale consisted of 100 items evenly divided for adjustment and maladjustment. 
Chi-square analyses for each S revealed that 14 Ss apparently shifted orientation 
while 6 Ss did not. It was speculated that there was considerable similarity 
between these artificially induced value orientations and actual case findings. 
(Psychol. Abstr.) 
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103. Strnad, M. Lecebne pouziti elektrospanku u neuroz. [Therapeutic use of 

electrosleep in neuroses.] Activ. Nerv. Super., 1960, 2, 168-172. 

The author describes the use of sleep produced by electrostimulation in the 
treatment of 32 neurotic patients. It is concluded that such treatment in the 
neuroses is equal in value to sleep-therapy induced by means of drugs. Some of 
the disadvantages of electrically induced sleep-therapy are discussed, and its com- 
bination with hypnosis is described as being of possible advantage. (J.H.) 


104. Andreev, B. V. [Sleep-therapy of the neuroses.] (In Russian.) Moscow: 
Medgiz, 1959. 86 pp. 


This book deals with contemporary Soviet concepts of the neuroses, the 
theory of protective inhibition, indications for sleep-therapy in neuroses, the selec- 
tion of patients and the application of hypnotic drugs, conditioned reflex stimuli, 
hypnosis and suggestion. Treatment by means of hypnotic sleep induced without 
drugs is considered to be ideal, as being one of the most valuable kinds of thera- 
peutic-protective inhibition. In the absence of the hypnotizer, his suggestions 
recorded on magnetic tape may be successfully used in this form of therapy. (J.H.) 


105. Boldyrev, A. I. [Development of drowsiness and sleep after hypnotic sessions.] 
(In Russian.) Voprosy psikhiatrii, Vyp. III, Moskva, Akademiia medicinskikh 
nauk, 1959, 321-325. 


In hypnotherapy of patients suffering from various emotional disorders of 
infectious origin, cases occur where drowsiness and sleep do not appear during 
the session, as is usual in other patients, but afterwards. The author believes that 
a delayed conditioned reflex and pathological inertness of nervous activity are 
responsible for this phenomenon. (J.H.) 


106. Heidrich, R. Uber einige Erfahrungen mit dem autogenen Training und der 
Hypnose in Lehre und Praxis. (Experiences with autogenic training and 
hypnosis in learning and practice.) Dtsch. GesundhWes., 1959, 14, 902-906. 


This paper deals with experiences during several years of work, particularly 
with alcoholics and patients suffering from pain-problems resistant to other kinds 
of therapy. (J.H.) 


107. Leonenko, P. M. Sbornik nauchnikh Belorusskogo nauchnoissledovatelskogo 
kozhno-venerologicheskogo instituta. (Hypnosuggestive therapy in treatment 
of skin diseases.) Tom Vi, Akademia Belorusskoi, Minsk, 1959, 281-291. 


Hypnosuggestive therapy of dermatoses in connection with general and local 
treatment increases the effectiveness of therapy and speeds up recovery. Hypnosis 
is used as an auxiliary form of treatment for patients suffering from dermatoses as 
well as from sleep disturbances and other functional nervous disorders. Bibliogra- 
phy of 23 items. (J.H.) 


108. Neuropathology and psychiatry. (In Russian.) Sbornik nauchnikh rabot ob- 
lastnoy psikohnevrologicheskoy bolnici i Chelyabinskogo filiala vsesoyuznogo 
obshchestva nevropathologov i psikhiatrov. Chelyabinsk, 1960. 


This collection of papers consists of four parts: the clinical treatment of schizo- 
phrenia, diagnostic considerations, the treatment and diagnosis of various emotional 
and mental disturbances, and an electroencephalographic study of hypnosis. In the 
latter part three papers by Nevskii are included, dealing with the influence of 
unconditioned stimuli upon the EEG in hypnosis, the influence of conditioned 
(verbal) stimuli upon the EEG in hypnosis, and the influence of unconditioned 
stimuli upon the EEG while suggestions of insensitivity to these stimuli are 
administered. (J.H.) 


109. Ikemi, Y., [and 10 others]. Experimental studies on the psychosomatic dis- 
orders of the digestive system. Proc. Wld. Cong. Gastroent. Washington, D. C.; 
Williams and Wilkins, 1959. Pp. 169-180. 


The influence of emotions upon gastrointestinal function was studied by inter- 
view techniques and hypnosis to secure scientific evidence of psychosomatic con- 
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cepts in gastrointestinal disorders. This was done by a research team from the 
Third Medical Clinic of Kyushu University Medical School in Fukuoka City, Japan. 
Modern facilities for comprehensive research resulted in adequate tables, charts, 
kymographic tracings, illustrative photographs, and roentgenographs. 

Four major groups of reactions were induced by hypnotic suggestions, and the 
physiological results were appraised by various laboratory methods. Studies of 
the influence of emotions induced by hypnotic suggestions upon gastric secretion, 
gastric motility, colonic mobility, and anti-bacterial activity of human blood illus- 
trated graphically the psychophysiologic dynamics encountered in medical practice. 

Results obtained disclosed that hypnosis alone was not significantly effective. 
Hypnosis with induced behavioral responses was much more effective. The sugges- 
tions of “sadness,” “fear,” “resentment,” and “gastric disturbance” inhibited gastric 
secretion and mobility in the majority of subjects. The hypnotic suggestions of 
“dangerous situation” and of “resentment” caused two opposite reactions: one, a 
“withdrawal reaction” or “depression,” which inhibited gastric movement; the other, 
“anxiety reaction” or “aggression,” which accelerated gastric movement. A similar 
pattern of response was elicited from the group of 33 Ss selected for the experi- 
mental observation of colonic motility under hypnosis. 

Blood pH was found to be more alkaline after the hypnotic suggestion of fear 
was given to healthy subjects. In psychoneurotic subjects the blood pH and urine 
pH were inclined to be more alkaline than those in healthy subjects. The urine pH 
in patients with psychoneurosis was more changeable and alkaline under stress 
during daytime than that in healthy subjects. 

The influence of the emotions upon the antibacterial activity of human blood 
against the common pathogens Staphylococcus aureus and Escherichia coli was 
measured by the diameter dimensions of the colonies of the pathogens cultured in 
whole blood. There was a significant decrease in size of the colonies after hypnotic 
suggestion of fear was given to the experimental subject. This difference in size 
of colony growth was more marked in patients with psychoneurosis than in healthy 
subjects. It was also demonstrated that the excretion of 17-ketosteroid into the 
urine increased temporarily after hypnotic suggestion of fear. After similar fear 
suggestions there was a marked increase in total leukocyte count, an increased 
phagocytic activity of the leukocytes, and a temporary decrease in eosinophil cells. 
These changes were also more marked in patients with psychoneurosis, and the 
assumption is made that this is part of an “alarm reaction” because of emotional 
stress. (L.W.) 


110. Chapman, A. Psychiatrogenic illness. Amer. J. Psychiat., 1960, 116, 873-877. 


Everyone has emotional problems as a consequence of constantly changing 
interpersonal relationships, but the healthy person makes adjustments with a mini- 
mum of conflict and psychogenic symptoms. Exploration of deep-seated childhood 
experiences or current interpersonal stresses during an interview may sometimes 
precipitate schizophrenic or depressive psychotic episodes. Removal of long- 
accepted routines may cause extreme anxiety or depression in the obsessive com- 
pulsive person. Electroshock treatment may induce extreme psychotic episodes in 
schizoid persons with no overt schizophrenic psychoses. Reasonable caution should 
be employed in using hypnosis. (L.W.) 
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BIOGRAPHICAL NOTE ON DR. HOSKOVEC 


Jiri Hoskovec, Ph.D. in Psychology, graduated from Charles Univer- 
sity, Prague, in 1956. He studied at three universities in Czechoslovakia: 
Palacky University, Olomouc; Comenius University, Bratislava; and 
Charles University. He has visited clinical and experimental institutes in 
the USSR and in other countries in Eastern Europe. In 1953 he received 
his first training in hypnosis at the Psychiatric Clinic of Charles University 
under the direction of Drs. E. Wolf and L. Pekarek. In 1954 he continued 
his training and studies in hypnosis in Bratislava at the Psychiatric Clinic 
under Dr. V. Zikmund, in 1955 in Brno-Cernovice at the State Psychiatric 
Hospital under Dr. R. Konecny, and at Lazne Jesenik (Spa Grafenberg) 
under Dr. J. Spelda. Since 1956 he has taken part in electrophysiological 
studies of hypnosis at the Polyclinic in Prague, has made studies of the 
hypnoidal states of drivers at the Occupational Safety Research Institute 
in Prague, where he was in charge of the psychological laboratory, and in 
collaboration with Dr. D. Svorad of the Physiological Institute of the 
Czechoslovak Academy of Sciences in Prague carries out experiments in 
hypnosis with animals. At present he is in charge of the Archives of 
diagnostic material at the Institute of Psychology, Charles University. He 
published research papers on the psychology and physiology of drivers 
issued as official reports of the Occupational Safety Research Institute. His 
articles on hypnosis appeared in Czechoslovak journals devoted to psy- 
chology, psychiatry, and physiology. He is a member of the Czechoslovak 
Psychological Society, Czechoslovak Psychiatric Society, Czechoslovak 
Physiological Society, and Society for the Study of Higher Nervous Acti- 
vity, a correspondent of the International Society for Clinical and Experi- 
mental Hypnosis, executive secretary of the journal Czechoslovak Psychol- 
ogy, and international editor of the Revista Latino-Americana de Hipnosis 
Clinica. 
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INSTRUCTIONS TO CONTRIBUTORS 


Typescripts, double-spaced throughout, should be submitted 
to the Editor, 32 West Cypress St., Phoenix, Arizona, and should 
conform to the style of the Journal. Carbon copies are not 
acceptable. Some important features of the style are covered 
in the following instructions. 


1. References should be listed at the end of articles, and 
items in the list should be referred to in the text by means of 
numbers in parentheses. The forms of citation for a book and 
an article are: 

Weitzenhoffer, A. M. General techniques of hypnotism. New 
York: Grune & Stratton, 1957. 

Davis, L. W., and Husband, R. W. A study of hypnotic sus- 
ceptibility in relation to personality traits. J. abn. soc. Psychol., 
1931, 26, 175-182. 

The first and last pages of articles should be indicated. The 
number of a periodical should be indicated only if the pagination 
is not continuous through the volume (e.g., Brit. J. med. Hypnot., 
1952, 3, No. 4, 5-9.) 


2. The use of footnotes should be minimized. 


3. Italic type should not be used for emphasis except very 
sparingly. A key word or phrase may be italicized early in a 
paragraph in lieu of a heading of the paragraph. 


4. Indent the first line of every paragraph. Type all of a 
manuscript to the same uniform left-hand margin except for the 
paragraph indentations. 


5. The abbreviations of the titles of journals used follow the 
rules laid down in the World List of Scientific Periodicals. Nouns 
are capitalized and adjectives are not. Articles and connecting 
words are omitted. Titles consisting of single words are not 
abbreviated. 


Abstracts should be non-critical. 
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today. This evening at 9 o'clock I 
want you to put on your pajamas and 
go to bed, lie down, put your head on 
the pillow and relax, just as you are 
relaxed now and let your body take 
itself into a natural comfortable sleep. 
I want you to sleep right through the 
night without dreaming, then wake up 
at eight in the morning feeling just 
grand. At 11 o’clock tomorrow morn- 
ing I want you to call me and tell me 
that you did wonderfully, that you 
slept well, that you slept right through 
the night without dreaming, that you 
awakened feeling fine and that you feel 
even better than ever before. Now at 
the count of three I want you to awak- 
en your entire body and stand up.— 
One—two—three (firmly). That’s fine. 
You have done beautifully, and I’m 
very proud of you. Now let me talk 
to your mother.” 

The mother was then given full in- 
formation regarding the posthypnotic 
suggestions made, and the telephone 
conference was ended. 

As was reported later, the patient 
turned away from the telephone and 
began to play with the other children. 
She was comfortable, happy, and went 
to sleep and awakened at the desig- 
nated times. She did not, however, 
call me the following morning. It was 
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discovered later that this was because 
she had gone to Connecticut to visit an 
aunt the following morning and that, 
despite her incessant demands to “call 
my doctor,” her aunt had refused to 
permit the long-distance call. She sub- 
sequently had her sutures removed, 
did well, and had no recurrence of the 
original excitement. 

It is further noteworthy that prior to 
this telephone induction the child had 
been a “poor sleeper.” She would 
awaken many times during the night 
from frightening dreams, call members 
of the family, and carry on conversa- 
tions. Since the telephone trance in- 
duction she has slept throughout the 
night and has not awakened until 
morning. On occasion the mother need 
enly sit at the child’s bedside at bed- 
time and tell her to “remember what 
the doctor said by telephone,” and she 
will at once go into a comfortable 
sleep, sometimes so quickly that the 
mother described it as “a little start- 
ling.” 


Summary: The development of an 
acute and overt emotional disturbance 
may, as in this instance, constitute a 
favorable situation for the immediate, 
even emergency, use of hypnosis and 
hypnotic techniques as a simple exten- 
sion of “the bedside manner.” 


HYPNOTHERAPY OF HEAD INJURY COMPLEXES 
IN FEDERAL PRISONERS 


by Laurence L. 


Federal prisoners report a much 
higher incidence of head injuries than 
do members of the general population. 
They attribute these mainly to drunk- 
en fights, accidents due to driving auto- 
mobiles while intoxicated, to blows 


1Chief of Psychological Services, U. S. 
Penitentiary, Atlanta, Georgia. Author’s 
address: 207 East Lake Terrace, S.E., At- 
lanta 17, Georgia. 


Bryan, Ph.D. 


sustained while resisting arrest, and 
to blows allegedly sustained while un- 
dergoing a subsequent “third degree.” 
A large proportion of our population 
holds to the conviction—partially un- 
conscious—that the effects of head in- 
juries of even moderate severity are 
necessarily permanent and irreversible 
(1, 2). 

Often the injuries are said to have 
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occurred 20 or more years ago. His- 
tories given by these patients usually 
contain a denial of skull fractures or 
even of temporary loss of conscious- 
ness. Frequently it is readily admitted 
that no scalp sutures were necessary. 
Current x-ray and neurological find- 
ings are almost invariably negative, 
as is the evidence from electroence- 
phalography, air encephalography, and 
the projective techniques of clinical 
psychologists. The most commonly re- 
ported symptoms, in the order named, 
are severe headaches (almost always 
concentrated at the site of the original 
injury), dizziness, various bizarre sen- 
sations, impairment of memory, and 
periods of loss of consciousness. Motor 
and sensory impairments, with or 
without convulsive disorders, are al- 
most never reported. Often the symp- 
toms are said to be intermittent, al- 
ternately plaguing the victim for sev- 
eral weeks or months and then being 
absent for a time. Almost invariably 
the patients report that their symp- 
toms are increasing in frequency, du- 
ration, and severity. The consump- 
tion of whiskey is usually reported as 
being the only known procedure which 
affords marked, although temporary 
relief, and it is claimed that this action 
often promotes criminalistic conduct. 
Due perhaps to prestige and depen- 
dency factors, over 90 percent of such 
patients readily respond to simple rit- 
ualistic induction procedures. Inter- 
viewing under hypnosis often discloses 
a strong underlying fear of the pres- 
ence of a brain tumor. Reassurance 
is given to the effect that a complete 
physical recovery from the one or 
more reported injuries has long since 
taken place, and that subsequent symp- 
toms have been due to anxiety and 
misconceptions. While these patients 


are notoriously lacking in conscious 


feelings of guilt, unconscious guilt is 
nearly always present. Hence it is con- 
sidered wise to attempt to remove any 
suspicion that the symptoms represent 
punishment for past offenses. Patients 
are assured that their great natural 
capacity to deal with their own prob- 
lems will be released through the 
treatment being administered. They 
are assured that in the future they 
will regard the distant past as the dis- 
tant past, rather than the present, and 
will think of the injury only as a very 
minor experience. The reduction in 
need for alcohol and/or narcotic drugs 
is emphasized. Encouragement con- 
cerning the permanence of recovery is 
given. Finally, it is suggested that the 
symptoms being dealt with will not be 
replaced by any other ones. 

In marked contrast with the indiffer- 
ent or contemptuous manner in which 
prisoners often accept tablets, pills, or 
capsules, these patients characteristi- 
cally express a feeling of marked re- 
lief from their symptoms immediately 
following termination of the hypno- 
tized state and extend warm expres- 
sions of appreciation to the therapist. 
They are then reminded that their 
speedy and gratifying relief was 
brought about without the use of 
chemical or physical treatment of any 
kind. Due to the customary absence 
of any serious primary emotional prob- 
lems other than those related to the 
symptoms themselves, and provided 
that the problem is not complicated by 
the factor of possible disability com- 
pensation, it is quite rare for these 
patients to require more than one 
treatment. This work, plus similar 
work with other traumatic neuroses, 
while indirect, is considered by this 
writer to be one of the more effective 
approaches to criminal rehabilitation 
for the types of cases concerned. 
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BOOK REVIEWS 


Michael J. Scott, M.D. Hypnosis in Skin 
and Allergic Diseases. Forewords by Mil- 
ton H. Erickson, M.D., and Maurice J. Cos- 
tello, M.D. Springfield, Ill.: Thomas, 1960. 
Pp. 161. 

By Paul Sacerdote, M.D. 


Doctor Scott has written an informative, 
readable book which will prove useful to 
the beginner in the field of clinical hyp- 
nosis. Without claim to being an all-in- 
clusive textbook, it offers to the neophyte 
adequate indispensable information on the 
history, nature, and theories of hypnosis 
and also practical suggestions on the prep- 
aration of the physician, his treatment 
room, and the patient. 

In the section devoted to the techniques 
of hypnosis, he describes with a welcome 
economy of words practically all of the 
induction methods taught today, with here 
and there added interesting personal 
touches or variations of definite and appre- 
ciable value to even advanced students of 
hypnosis. The author’s outlines of actual 
hypnotic sessions and his brief descriptions 
of different therapeutic applications, in- 
cluding direct suggestion, symptom substi- 
tution, and hypnoanalysis, are most instruc- 
tive. 

In the next section, the author discusses 
the applications of hypnosis and hypnotic 
techniques in the field of dermatology and 
allergy and the future expansion of this 
field of hypnotherapy. 

The final section consists of seven case 
illustrations taken from the author’s own 
clinical experience. This section was found 
to be the most interesting to this reviewer, 
and highly revealing of the author’s excel- 
lent insight into the psychodynamics of 
patient’s motivations and behavior in and 
out of hypnosis. 

For example, all readers will enjoy his 
handling of Case IV, a generalized neuro- 
dermatitis in a male adult forced to live 
with a sick, complaining mother-in-law. 
Here the author, faced with an impossible 
and unchangeable life situation, met the 
situation by suggesting a progressive de- 
crease in the area of dermatitis, a location 
of it on his left upper extremity, and even- 
tually a transfer to a canvas in front of 
him. Dr. Scott succeeded in inducing his 
patient to abandon his fingernails in 
scratching in favor of a Chinese back 
scratcher, and eventually to manipulate a 
paintbrush instead of a scratcher. He con- 
cludes, “Perhaps somebody more analyti- 


cally minded than myself might suggest his 
scratching was a way of punishing himself 
to secure atonement for his rebellious atti- 
tude toward his invalid mother-in-law. 
The same analyst [concludes Dr. Scott, with 
tongue in cheek] might then conclude that 
derogatory remarks the patient overheard 
after exhibiting his paintings fulfilled this 
need for self-punishment.” 

The adverse criticism to be offered is 
that Dr. Scott’s book contains an insuffi- 
cient amount of the author’s personal ex- 
periences in the applications of hypnosis to 
the field of dermatology. It is this review- 
er’s impression that the author’s under- 
standings, knowledge, and experience in 
psychiatry and psychology are much deep- 
er than he appears to disclose, and such 
understandings in the field of dermatology 
are most needed. 

The bibliography and the subject index 
are quite useful and complete. 


Alan Mitchell. The Healing Trance. New 
York: A. S. Barnes, 1969. 248 pp. $3.95. 


By Leo Wollman, M.D. 


This book is an elementary, not too scien- 
tific, easy-reading account of hypnosis, 
written by a layman primarily for the lay- 
man and for the medical man only inci- 
dentally interested in hypnosis as utilized 
in England. Hypnosis is explained in sim- 
ple terms, its many uses in medical prac- 
tice illustrated, and induction techniques 
and verbalizations are detailed. 

The pseudonym of “Dr. John Wright” is 
given to the main character who, becoming 
interested in hypnosis, decides to convert 
his general practice into a “Harley Street 
specialty.” His training by attending a 
series of weekly lectures, his heightened 
interest in this chosen field of study, his 
avid reading of psychiatric tomes to sup- 
plement his knowledge, his choosing a Har- 
ley Street office, his first patients, and his 
successes and failures are all described in 
narrative style. 

The author obtained much of his infor- 
mation for this book from a professionally 
sponsored series of lectures in Great Brit- 
ain in 1957. The material is presented in 
such readable style that one becomes cap- 
tivated by the sequence of expected and 
unexpected events, even though they may 
be of little significance. 

This book can serve a worthy purpose in 
dispelling, at both the medical and the lay 
level, the misconceptions of hypnosis and 
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the often absurd and alarmist fears about 
hypnosis and its hypothetical dangers, and 
it provides the medical practitioner with 
clearer insights into the multi-faceted ad- 
junctive utilization of medical hypnosis. As 
for the scientific errors, they are not of ma- 
jor significance and serve only to detract 
from the informed reader’s pleasure in an 
otherwise well written and definitely in- 
formative book. 


D. H. Rawcliffe. Illusions and Delusions 
of the Supernatural and Occult. New York: 
Dover Publications, 1959. Pp. 551, paper 
bound. $2.00. (Title of First Edition: 
The Psychology of the Occult.) 


By Elizabeth M. Erickson 


The purpose of this book is the rationai 
and critical examination of “the fallacies 
underlying psychical research.” Rawcliffe 
has performed a great service in collecting 
a tremendous amount of data, classifying 
the evidence and information, and then ex- 
amining it for the possibilities of a rational 
and naturalistic interpretation. The book 
is informative, well documented, and fas- 
cinating reading. However, there are flaws 
in his attitudes and his interpretations, 
which may be mentioned first. 

In his zeal to point out the occult and 
mystical basis of the theories of extra- 
sensory perception and similar “paranor- 
mal” types of cognition, Rawcliffe occa- 
sionally gives the impression that he would 
deny categorically the value of their intel- 
ligent and strictly controlled examination 
by fully qualified and experimentally so- 
phisticated scientists. Careful reading of 
the relevant chapters reveals that his posi- 
tion is by no means this extreme; his chief 
quarrel is with the psychological bias un- 
derlying most of the published reports, and 
hence with the failure to guard against the 
sources of error which lead, in turn, to an 
elaborate superstructure of deductions, the- 
ories and rationalizations built on a foun- 
dation whose flimsiness, when critically ex- 
amined, is apparent. Still, the impression 
is given repeatedly that the origin of psy- 
chical research in magic, shamanism, and 
superstition would in itself disqualify it as 
a subject of serious scientific examination. 

Much more serious as a criticism is the 
naive and superficial treatment of hypnosis 
and his mistaken belief in its close connec- 
tion with hysteria. 

Hypnotism, in spite of being defined 
carefully and in spite of the author’s de- 
sire to be objective and reasonable, is not 
covered in this book with the scholarship 
and accuracy that one would be led to ex- 


pect from the remainder of the book. In 
fact, this section is replete with unwarrant- 
ed assumptions and errors of interpreta- 
tion, ranging from his sweeping dismissal 
of Mesmer’s “wild claims and fraudulent 
practices” and his tolerant acceptance of 
stage hypnosis as harmless and amusing, to 
his constant harping on the analogy or 
identity of hypnosis with hysteria. 

It might also be justifiably objected that 
Rawcliffe’s treatment of the mystical ex- 
periences of religion and of contemplative 
dissociation in oriental philosophy is too 
superficial. 

However, the excellence of other sections 
almost makes up for these superficialities, 
There is a significant statement certainly 
related to the study of hypnosis under the 
section called “The Relief of Pain” that in 
itself contains a volume of thought (p. 
228). “The conquest of pain by suggestion 
is one of man’s great lost opportunities. 
Had this comparatively simple knowledge 
been discovered and utilised by the medi- 
cal profession from its earliest days, as well 
it might, mankind would have been spared 
mountains of suffering down through the 
ages.” 

The best organized, most rational and 
thorough, and most valuable portion of the 
book is the chapters from p. 379 to the end, 
examining the evidence, on the basis of 
laboratory experiments and reports, of ex- 
tra-sensory perception. He points out from 
the start of this section the pitfalls which 
lie in the path of the experimenters and 
how seldom they are appreciated. A pen- 
etrating comment from a previous chapter 
(on “Hauntings, Ghosts, and Apparitions”) 
may be tellingly quoted, “The fact is that 
scholars (and scientists) make poor psy- 
chical researchers; they are too used to 
breathing an atmosphere of trust and in- 
tellectual objectivity. They are seldom 
equipped for a task which requires the 
training of a psychologist, the flair of a 
detective, and the experience of a con- 
jurer.” 

The section on “Telepathy and Ideomotor 
Movements” gives an interesting historical 
discussion. This and subsequent sections 
present an excellent analysis of the nature 
of the various minimal sensory cues oper- 
ating to convey information through the 
senses without the awareness of either the 
subject or the experimenter. All possibili- 
ties of communication within the sensory 
fields are considered, the possibilities of 
misinterpretation, bias, recording errors, 
and outright fraud are unemotionally and 
rationally examined, and the inescapable 
conclusion reached that evidence has not 
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been presented which would call for any 
explanations except naturalistic ones. 

In summary, the book is highly recom- 
mended for its examination of the various 
phases of “extra-sensory perception,” but 
it is also recommended that the reader be 
aware of the superficialities of the treat- 
ment of certain legitimate disciplines, in- 
cluding the study of hypnosis. 

An interesting and well-done 2-page 
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glossary of terms is appended. There is 
also a fascinating 25-page bibliography of 
occult literature, ranging from serious sci- 
entific studies to the most esoteric items, 
and ranging in dates from 1873 to 1951. It 
is unfortunately marred by several errors 
of spelling in the authors’ names, e€.g,., 
“Fastabrooks, G. H.” (Estabrooks) ; “Mull- 
holland, J.” (Mulholland) ; “Prince, More- 
ton” (Morton). The book has a good index. 


In 
ssal 
lent 
of 
3, to 
or 
that 
€x- 
tive 
too 
ions 
ties, 
‘inly 
the 
it in 
(p. 
stion 
ities. 
edge 
edi- 
well 
ared ° 
the 
and 
f the 
end, 
s of 
from 
Thich 
and 
pen- 
apter 
ns”) 
that ‘ 
psy- ea 
d to a 
1 in- = 
Idom 
the 
of a : 
con- 
notor 
rical 
‘tions : 
ature 
oper- 
the 
r the 


ABSTRACTS OF CURRENT LITERATURE 
Edited by André M. Weitzenhoffer, Ph.D. 


86. Roberts, J. M., and Hamilton, M. Treatment of anxiety states: I. The effects 


of suggestion on the symptoms of anxiety states. J. ment. Sci., 1958, 104, 1052- 
1055. 


Thirty-four anxiety cases were rated on the basis of severity of symptoms before 
and after 2 weeks of treatment, and still later. Reassurance and the joint use of a 
placebo produced significant improvement in all cases but those suffering from 
genitourinary and autonomic symptoms. (A.M.W.) 


87. August, R. V. Obstetric hypnoanesthesia. Amer. J. Obstet. Gynec., 1960, 79, 
1131-1138. 


This is a report based upon 351 cases (out of 442) of expectant mothers on 
whom hypnoanesthesia was attempted. This method was completely successful as 
the sole anesthetic agent in 328 cases (93.5%) and was supplemented with other 
agents in only 23 cases. It was the sole agent in 8 out of 14 cesarean sections. Al- 
though hypnoanesthesia required more of the obstetrician’s time than did chemo- 
anesthesia, the elimination of maternal and fetal deaths due to chemoanesthesia 
makes this technique worth while. A brief description of the method of approach 
to the patient and of the hypnotic techniques used is included. (A.M.W.) 


88. Moya, Frank, and James, Stanley. Medical hypnosis for obstetrics. J. Amer. 
med. Assn., December 17, 1960, 174, 80-86. 


A systematic study, including clinical and biochemical studies, was made of 21 
full-term infants delivered by hypnotic techniques as the only anesthetic, except 
for an occasional local or pudendal block for episiotomy, and a comparable control 
group of infants where various types of chemical analgesic and anesthetic agents 
were used. The clinical conditilon of the hypnosis group of infants one minute after 
birth, as tested by the Apgar Test and the time to sustained respiration, was signifi- 
cantly better than that of the cyclopropane anesthesia group but comparable to that 
of infants delivered under regional anesthesia. Biochemical studies of umbilical 
arterial and venous blood showed mild to moderate asphyxia at birth in all infants. 
Serial acid-base studies showed a definite superiority of the hypnosis group to read- 
just rapidly and to recover from the birth asphyxia, as compared to both the medi- 
cated and non-medicated non-hypnosis groups. Oxygenation rapidity for the first 
hour was found essentially the same for all groups. Emphasis is placed upon the 


need for good obstetrical care in all groups of patients, including the hypnotic. 
(M.H.E.) 


89. Tom, K. S. Hypnosis in obstetrics and gynecology. Obstet. Gynec., 1960, 16, 
222-226. 


The results of the use of hypnoanesthesia and hypnoanalgesia in 73 patients 
over a four and a half year period in a Honolulu hospital are summarized as having 
some definite value in obstetrics. (Leo Wollman.) 


90. Nikolaev, A. P. [An outline of the theory and practice of painless childbirth.] 
(In Russian.) 2nd Edition. Moscow: Medgiz, 1959. 256 pp. 


This book describes the chief principles of the Soviet system of painless child- 
birth, and special attention is given to the methodology and results of “psychopro- 
phylaxis” as well as to the application of physical therapy, drugs and hormones in 
childbirth. The use of hypnosis, and particularly of post-hypnotic suggestion, in the 
Soviet Union since 1922 by Platonov, Velvovski, Shestopal, Sirkin, and Nikolaev is 
described. The so-called “hypnoteria,’ where the hypnosuggestive preparation for 
painless childbirth of large numbers of pregnant women is carried out in some of 
the major metropolitan centers of the Soviet Union, is outlined. (J.H.) 
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91. August, R. V. Hypnosis: an additional] tool in the study of infertility. Fert. 
Ster., 1960, 11, 118-123. 


The author, a gynecologist and obstetrician, first reviews very briefly the nature 
of hypnosis and his general approach to the patient. In fertility investigations hyp- 
nosis is a rapid method for “(1) learning the psychologic background, (2) remov- 
ing problems that may prevent consummation of coitus by the male or co-operation 
by the female, (3) reducing female tensions and tubal spasm, and (4) aiding in 
the production of regular ovulatory cycles and permitting other normal chemical 
eee such as normal vaginal pH production.” Two cases are reviewed. 
(A.M.W.) 


92. Johnson, W. R., and Kramer, G. F. Effects of different types of hypnotic sug- 
gestions upon physical performance. Res. Quart., 1960, 31, 469-473. 


Ten physically sound young men trained to attain a somnambulistic state and 
to perform various tasks naturally in this state were asked to perform a standard- 
ized large-muscle exercise to exhaustion. This performance was done following 
each of four experimental conditions: (1) Suggestions aimed at creating strong 
motivation to give a superior performance, at creating a disregard or insensibility 
to fatigue, and including direct suggestions of increased strength, endurance and 
power; (2) “pep talk” given in the trance and intended to stir up the subjects by 
appealing to their ego, and containing many suggestive elements along the lines of 
the suggestions in (1); (3) posthypnotic suggestions that at a signal the subjects 
would have helpful hallucinations (aimed at counteracting fatigue); (4) posthyp- 
notic suggestions of decreased performance. The authors find significant differences 
only between condition (4) and the other three conditions. They do not report on 
what differences, if any, existed between performance in the four conditions and 
normal performance. (A.M.W.) 


93. Schjelderup, H. K. Time relations in dreams. A preliminary note. Scand. J. 
Psychol., 1960, 1, 62-64. 


Examples are given of hypnotically induced dreams, which support the notion 
that series of experiences corresponding to long spans of objective time may be 
represented in dreams of very short duration. Both stimulus and organismic fac- 
tors determine the content of such dreams. (A.M.W.) 


94. Mody, N. V. Report on twenty cases delivered under hypnotism. J. Obstet. 
Gynec. India, 1960, 10, 3-8. 


This is a rather detailed report on 20 cases of vaginal deliveries conducted under 
hypnosis. These came from an original sample of 31 patients, 11 of whom did not 
give birth under hypnosis for various reasons detailed in the report. Of these only 
2 were rejected as being unsuitable for this sort of delivery. Depth of hypnosis 
attained varied from light to somnambulistic. Number of antenatal sessions ranged 
from 1 to 13. Of the 20 patients, 15 had satisfactory pain relief, 3 had slight relief, 
and 2 had no relief. Over-all success was 75 per cent. In primigravidae there was 
100 per cent satisfactory pain relief, but only 61.5 per cent in multigravidae. No 
more than 100 mg. of pethidine was required subsequently in the unsatisfactory 
cases. No relationship seems to exist between depth or sittings and relief of pain. 
Study of the unsuccessful cases show a number of possible reasons in three of 
the five instances: disturbed condition of mind, excessive fever, loss of confidence, 
prolongation of labor, operative interference, and postmaturity. No reasons could 
be found for the other two cases. The author also reports on his successful antenatal 
and postnatal use of hypnosis in handling sleeplessness, vague pains and aches, 
retentions, gastro-intestinal upset, failure of lactation, suturing episiotomies, and 
removing sutures. (A.M.W.) 


95. Wollman, L. The role of hypnosis in the treatment of infertility. Brit. J. med. 
Hypnot., 1960, 11, 3-11. 
This paper rather sketchily reviews the history of hypnotism and, equally 


briefly, the nature of hypnosis and its phenomena, induction methods, and applica- 
tions. A small portion of the article discourses on the use of hypnosis in infertility 
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problems. Lengthy bibliography with many references dealing with hypnoanesthe- 
sia, especially in relation to obstetrics. (A.M.W.) 


96. Schneck, J. M. A hypnoanalytic note on a medusa’s head dream. J. nerv, 
ment. Dis., 1960, 131, 80-81. 


A brief report on the reactivation in a hypnotized patient of a childhood dream 
of medusa head. The author discusses the case in the framework of Freudian 
psychoanalysis. (A.M.W.) 


97. Schneck, J. M. Comment on a theory of hypnosis. Inter. J. clin. exper. Hyp- 
nosis, 1960, 7, 231-236. 


A reply to a previous article of Meares. Contrary to the latter, the author feels 
that his own theory of hypnosis is in very good agreement with that proposed by 
Meares but does differ from it in being broader and including Meares’ theory as a 
special aspect. (A.M.W.) 


98. Gienke, E. L. Use of hypnosis in visual correction. Optom. Wkly., 1957, 48, 
1797-1800. 


This is a speculative article aimed at stimulating interest in research in this 
area. The author reasons that recent events in the field of psychosomatics suggest 
that emotions may have an influence upon refraction. Hypnosis might therefore 


have some influence too. Experiments on regression to a time before the onset of 
myopia are discussed. (A.M.W.) 


99. Browning, C., and Crasilneck, H. B. The experimental use of hypnosis in sup- 
pressive amblyopia. Amer. J. Ophthal., 1957, 44, 468-477. 
Nine adults were studied, and while improvement was noted in some instances, 
the results as a whole were inconclusive. (A.M.W.) 


100. Stauffacher, J. C. Recovery from paranoid delusions following hypnotic un- 

covering of repressed episodes. J. clin. Psychol., 1958, 14, 328-331. 

This case is presented because of the light thrown upon the dynamics of para- 
noid delusions and its implications for the therapeutic management of such cases. 
This patient apparently achieved a complete social recovery, although the basic 
homosexual conflict was not brought to the awareness of the patient. Further, the 
therapist did not deal directly with the transference or with infantile memories. 
(Psychol. Abstr.) 


101. Zolik, E. S. An experimental investigation of the psychodynamic implications 

of the hypnotic “previous existence” fantasy. J. clin. Psychol., 1958, 14, 179- 

183. 

This report is concerned with the results obtained with a male volunteer sub- 
ject. Two hypnotic sessions were involved. In the first, S was regressed to a 
“previous existence.” In the second session, the principal character of the previous 
existence was investigated without the induction of a regression. The results of 
the study indicate that the “previous existence” fantasy was dynamically related to 
a repressed emotional conflict in the subject. (A.M.W.) 


102. Orzeck, A. Z., McGuire, C., and Longenecker, E. D. Multiple self concepts as 
effected by mood states. Amer. J. Psychiat., 1958, 115, 349-353. 


An experiment was performed to study the hypothesis that two distinct selves 
occur when moods are varied. Following a definition of the term ‘self,’ an experi- 
ment was designed to produce hypnotically two distinct self concepts by the induc- 
tion of the moods of depression and elation. Twenty Ss responded to an identical 
self-reference scale 3 times, first during a waking state, then under hypnotic 
depression, followed by hypnotic elation. Memory was controlled hypnotically. 
The scale consisted of 100 items evenly divided for adjustment and maladjustment. 
Chi-square analyses for each S revealed that 14 Ss apparently shifted orientation 
while 6 Ss did not. It was speculated that there was considerable similarity 
between these artificially induced value orientations and actual case findings. 
(Psychol. Abstr.) 
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103. Strnad, M. Lecebne pouziti elektrospanku u neuroz. [Therapeutic use of 
electrosleep in neuroses.] Activ. Nerv. Super., 1960, 2, 168-172. 


The author describes the use of sleep produced by electrostimulation in the 
treatment of 32 neurotic patients. It is concluded that such treatment in the 
neuroses is equal in value to sleep-therapy induced by means of drugs. Some of 
the disadvantages of electrically induced sleep-therapy are discussed, and its com- 
bination with hypnosis is described as being of possible advantage. (J.H.) 


104. Andreev, B. V. [Sleep-therapy of the neuroses.] (In Russian.) Moscow: 
Medgiz, 1959. 86 pp. 


This book deals with contemporary Soviet concepts of the neuroses, the 
theory of protective inhibition, indications for sleep-therapy in neuroses, the selec- 
tion of patients and the application of hypnotic drugs, conditioned reflex stimuli, 
hypnosis and suggestion. Treatment by means of hypnotic sleep induced without 
drugs is considered to be ideal, as being one of the most valuable kinds of thera- 
peutic-protective inhibition. In the absence of the hypnotizer, his suggestions 
recorded on magnetic tape may be successfully used in this form of therapy. (J.H.) 


105. Boldyrev, A. I. [Development of drowsiness and sleep after hypnotic sessions.] 
(In Russian.) Voprosy psikhiatrii, Vyp. III, Moskva, Akademiia medicinskikh 
nauk, 1959, 321-325. 


In hypnotherapy of patients suffering from various emotional disorders of 
infectious origin, cases occur where drowsiness and sleep do not appear during 
the session, as is usual in other patients, but afterwards. The author believes that 
a delayed conditioned reflex and pathological inertness of nervous activity are 
responsible for this phenomenon. (J.H.) 


106. Heidrich, R. Uber einige Erfahrungen mit dem autogenen Training und der 
Hypnose in Lehre und Praxis. (Experiences with autogenic training and 
hypnosis in learning and practice.) Dtsch. GesundhWes., 1959, 14, 902-906. 


This paper deals with experiences during several years of work, particularly 
with alcoholics and patients suffering from pain-problems resistant to other kinds 
of therapy. (J.H.) 


107. Leonenko, P. M. Sbornik nauchnikh Belorusskogo nauchnoissledovatelskogo 
kozhno-venerologicheskogo instituta. (Hypnosuggestive therapy in treatment 
of skin diseases.) Tom Vi, Akademia Belorusskoi, Minsk, 1959, 281-291. 


Hypnosuggestive therapy of dermatoses in connection with general and local 
treatment increases the effectiveness of therapy and speeds up recovery. Hypnosis 
is used as an auxiliary form of treatment for patients suffering from dermatoses as 
well as from sleep disturbances and other functional nervous disorders. Bibliogra- 
phy of 23 items. (J.H.) 


108. Neuropathology and psychiatry. (In Russian.) Sbornik nauchnikh rabot ob- 
lastnoy psikohnevrologicheskoy bolnici i Chelyabinskogo filiala vsesoyuznogo 
obshchestva nevropathologov i psikhiatrov. Chelyabinsk, 1960. 


This collection of papers consists of four parts: the clinical treatment of schizo- 
phrenia, diagnostic considerations, the treatment and diagnosis of various emotional 
and mental disturbances, and an electroencephalographic study of hypnosis. In the 
latter part three papers by Nevskii are included, dealing with the influence of 
unconditioned stimuli upon the EEG in hypnosis, the influence of conditioned 
(verbal) stimuli upon the EEG in hypnosis, and the influence of unconditioned 
stimuli upon the EEG while suggestions of insensitivity to these stimuli are 
administered. (J.H.) 


109. Ikemi, Y., [and 10 others]. Experimental studies on the psychosomatic dis- 
orders of the digestive system. Proc. Wld. Cong. Gastroent. Washington, D. C.; 
Williams and Wilkins, 1959. Pp. 169-180. 


The influence of emotions upon gastrointestinal function was studied by inter- 
view techniques and hypnosis to secure scientific evidence of psychosomatic con- 
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cepts in gastrointestinal disorders. This was done by a research team from the 
Third Medical Clinic of Kyushu University Medical School in Fukuoka City, Japan. 
Modern facilities for comprehensive research resulted in adequate tables, charts, 
kymographic tracings, illustrative photographs, and roentgenographs. 

Four major groups of reactions were induced by hypnotic suggestions, and the 
physiological results were appraised by various laboratory methods. Studies of 
the influence of emotions induced by hypnotic suggestions upon gastric secretion, 
gastric motility, colonic mobility, and anti-bacterial activity of human blood illus- 
trated graphically the psychophysiologic dynamics encountered in medical practice. 

Results obtained disclosed that hypnosis alone was not significantly effective. 
Hypnosis with induced behavioral responses was much more effective. The sugges- 
tions of “sadness,” “fear,” “resentment,” and “gastric disturbance” inhibited gastric 
secretion and mobility in the majority of subjects. The hypnotic suggestions of 
“dangerous situation” and of “resentment” caused two opposite reactions: one, a 
“withdrawal reaction” or “depression,” which inhibited gastric movement; the other, 
“anxiety reaction” or “aggression,” which accelerated gastric movement. A similar 
pattern of response was elicited from the group of 33 Ss selected for the experi- 
mental observation of colonic motility under hypnosis. 

Blood pH was found to be more alkaline after the hypnotic suggestion of fear 
was given to healthy subjects. In psychoneurotic subjects the blood pH and urine 
pH were inclined to be more alkaline than those in healthy subjects. The urine pH 
in patients with psychoneurosis was more changeable and alkaline under stress 
during daytime than that in healthy subjects. 

The influence of the emotions upon the antibacterial activity of human blood 
against the common pathogens Staphylococcus aureus and Escherichia coli was 
measured by the diameter dimensions of the colonies of the pathogens cultured in 
whole blood. There was a significant decrease in size of the colonies after hypnotic 
suggestion of fear was given to the experimental subject. This difference in size 
of colony growth was more marked in patients with psychoneurosis than in healthy 
subjects. It was also demonstrated that the excretion of 17-ketosteroid into the 
urine increased temporarily after hypnotic suggestion of fear. After similar fear 
suggestions there was a marked increase in total leukocyte count, an increased 
phagocytic activity of the leukocytes, and a temporary decrease in eosinophil cells. 
These changes were also more marked in patients with psychoneurosis, and the 
assumption is made that this is part of an “alarm reaction” because of emotional 
stress. (L.W.) 


110. Chapman, A. Psychiatrogenic illness. Amer. J. Psychiat., 1960, 116, 873-877. 


Everyone has emotional problems as a consequence of constantly changing 
interpersonal relationships, but the healthy person makes adjustments with a mini- 
mum of conflict and psychogenic symptoms. Exploration of deep-seated childhood 
experiences or current interpersonal stresses during an interview may sometimes 
precipitate schizophrenic or depressive psychotic episodes. Removal of long- 
accepted routines may cause extreme anxiety or depression in the obsessive com- 
pulsive person. Electroshock treatment may induce extreme psychotic episodes in 
schizoid persons with no overt schizophrenic psychoses. Reasonable caution should 
be employed in using hypnosis. (L.W.) 
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BIOGRAPHICAL NOTE ON DR. HOSKOVEC 


Jiri Hoskovec, Ph.D. in Psychology, graduated from Charles Univer- 
sity, Prague, in 1956. He studied at three universities in Czechoslovakia: 
Palacky University, Olomouc; Comenius University, Bratislava; and 
Charles University. He has visited clinical and experimental institutes in 
the USSR and in other countries in Eastern Europe. In 1953 he received 
his first training in hypnosis at the Psychiatric Clinic of Charles University 
under the direction of Drs. E. Wolf and L. Pekarek. In 1954 he continued 
his training and studies in hypnosis in Bratislava at the Psychiatric Clinic 
under Dr. V. Zikmund, in 1955 in Brno-Cernovice at the State Psychiatric 
Hospital under Dr. R. Konecny, and at Lazne Jesenik (Spa Grafenberg) 
under Dr. J. Spelda. Since 1956 he has taken part in electrophysiological 
studies of hypnosis at the Polyclinic in Prague, has made studies of the 
hypnoidal states of drivers at the Occupational Safety Research Institute 
in Prague, where he was in charge of the psychological laboratory, and in 
collaboration with Dr. D. Svorad of the Physiological Institute of the 
Czechoslovak Academy of Sciences in Prague carries out experiments in 
hypnosis with animals. At present he is in charge of the Archives of 
diagnostic material at the Institute of Psychology, Charles University. He 
published research papers on the psychology and physiology of drivers 
issued as official reports of the Occupational Safety Research Institute. His 
articles on hypnosis appeared in Czechoslovak journals devoted to psy- 
chology, psychiatry, and physiology. He is a member of the Czechoslovak 
Psychological Society, Czechoslovak Psychiatric Society, Czechoslovak 
Physiological Society, and Society for the Study of Higher Nervous Acti- 
vity, a correspondent of the International Society for Clinical and Experi- 
mental Hypnosis, executive secretary of the journal Czechoslovak Psychol- 
ogy, and international! editor of the Revista Latino-Americana de Hipnosis 
Clinica. 
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BACK ISSUES OF 
THE AMERICAN JOURNAL OF CLINICAL HYPNOSIS 


In response to many requests we have had reprinted Volume 
I, Number 1, July, 1958, of The American Journal of Clinical Hyp- 
nosis. Orders are now being filled for two dollars per copy at 


32 West Cypress Street, Phoenix, Arizona. 


There are also a limited number of other back issues avail- 
able at the same price for those who wish a complete file of 
The Journal. The supply of Vol. I, Nos. 2, 3, and 4, has been 
exhausted. 


THE AMERICAN JOURNAL OF CLINICAL HYPNOSIS, 
32 W. Cypress St., Phoenix, Arizona 


[] I would like a copy of Volume I, Number 1 (July, 1958) 


I would also like the following back issues: 
[] Vol. II, No. 1 (July, 1959). [] Vol. II, No. 4 (April, 1960) 
[] Vol. II, No. 2 (October, 1959) [] Vol. III, No. 1 (July, 1960) 
[] Vol. II, No. 3 (January, 1960) [] Vol. III, No. 2 (October, 1960) 


Enclosed is check or money order at $2.00 per copy. 


Name 


Address 


City. 
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REVISTA LATINO-AMERICANA DE HIPNOSIS CLINICA 


Organo oficial de la Federacion Latino-Americana de Hipnosis Clinica 
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Typescripts, double-spaced throughout, should be submitted 
to the Editor, 32 West Cypress St., Phoenix, Arizona, and should 
conform to the style of the Journal. Carbon copies are not 
acceptable. Some important features of the style are covered 
in the following instructions. 


1. References should be listed at the end of articles, and 
items in the list should be referred to in the text by means of 
numbers in parentheses. The forms of citation for a book and 
an article are: 
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York: Grune & Stratton, 1957. 
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1931, 26, 175-182. 
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